The effect of progressive muscle relaxation training (PMRT) on patients anxiety and quality of life after stoma surgery. by Cheung, Yuk Lung. & Chinese University of Hong Kong Graduate School. Division of Nursing.
THE EFFECT OF 
PROGRESSIVE MUSCLE RELAXATION TRAINING (PMRT) ON 
PATIENTS ANXIETY AND QUALITY OF LIFE 
AFTER STOMA SURGERY 
it 
/r 
A Thesis submitted to the 
Department ofNursing, 
Faculty ofMedicine, 
• T h e Chinese University ofHong Kong, 
in partial fulfillment of the requirement 
for the Degree ofMaster ofPhilosophy in Nursing 
By 
Cheung Yuk Lung 
under the Supervision of 
Professor Alexander Molassiotis 
June, 2000 
The Chinese University ofHong Kong holds the copyright of this thesis. Any person(s) intending to 
use a part of whole of the materials in the thesis in a proposed publication must seek copyright 
release from the Dean of the Graduate School. 
‘ 
U L / ^ H ^ 
/ y 統 系 館 書 圓 、 • 、 
g ( ? ？ ffi E i ) q 
%^~~_ERSITY~/M 
^^ g>UIBRARY SYSTEMV<；^  
^ S ^ 
i 
ACKNOWLEDGMENTS 
I would like to express my deepest gratitude to my supervisor, Professor 
Alexander Molassiotis, who has provided me the greatest support and 
encouragement throughout the whole study, especially shared his expert 
knowledge on quality oflife research. My greatest appreciation is also 
extended to my co-supervisor Professor Anne M. Chang. She is always 
helpful and resourceful. I would like to thanks for her enthusiastic suggestions 
and invaluable comments regarding the development ofmajor concepts, and 
her assistance in data analysis. 
A note ofappreciation is extended to Susan Law Siu Ming, NS (Stoma 
Care), Princess Margaret Hospital, for not only her advice in the planning of � 
the study, but also her contribution in the translation ofthe Quality ofLife 
Index for Colostomy. Susan's continuous encouragement has definitely 
enabled me to become an enterostomal therapist. 
In particular, I would like to acknowledge the following enterostomal 
therapists for their involvement in the translation and validation ofthe 
Chinese Version Quality ofLife Index for Colostomy: Lilisa Cho Chui Ling, 
Ruby Kwok Lai Ping, Winnie Cheng Siu Wah, Lee Wai Kuen, Ambar Lam 
Wai Fong, Pang Chak Hau, Anna Tang Siu Fong, and Francis Shit Kam Yee. 
A special thank to Francis, for her coordination in conducting the study. 
. I would also like to express my warmest thanks to Ms. Rebecca Tsui Bik 
Tao (Departmental Operation Manager) and Ms. Betty Chan Choi Kuen (Ward 
Manager), Department ofSurgery, Princess Margaret Hospital, for their 
constant support in the past 10 years ofmy nursing career. 
I am truly grateful to all participants in the study. Not only they had spent 
ii 
their precious moment to leam and practice the progressive muscle relaxation, 
but had completed the questionnaires too. 
Lastly, a big thank you to my family members, who have always been 













實驗，並分別在手術後首十星期中’分三次： i )出院前， i i )術後的第 
五週’以及 i i i )術後的第十週，作出憂慮程度和生活質素的評估。實 
驗將參加者隨機分為控制組（n =三十人）及實驗組（ n = 二十九人）。 、 
控制組的病人接受了醫院所提供的標準治療及護理。而實驗組的病人， 
除接受發院所提供的標準治療及護理外，還接受了兩節肌肉鬆他訓練、 
並輔以肌肉鬆他法錄音帶及訓練手冊’供家中練習 °研究工具包括 a )中 
文版 S t a t e - T r a i t Anxiety Inventory (C-STAI) ； b ) 造口人生活質素 
調查（QoL-Colostomy); c )世界衛生組織生活質素問卷一香港撮要版 
(WHO-QoL)�結果表明，實驗組的病人在十星期内的狀態憂慮（Sta t e -
A n x i e t y )有顯著的減少 [ F (1，57) = 8.99, p < 0 . 0 5 ] ,並於生活質素 
(双恥 -00[)的評分有明顯的改善 [F (1, 57) = 26. 52, p < 0 . 0 5 ] � 然 而 ’ 
兩組於化恥 -001的社交領域則有所惡化。至於QoL-Co los tomy方面，R-
ANOVA表明沒有重要差別’但 t - t e s t發現肌肉鬆他訓練對於00乙-
C o l o s t o m y的影響，在十星期才發生（ t = - 4 .99 , P = 0 . 0 0 1 ) � 關於 
PMRT的使用頻率和狀態憂慮（Sta te -Anxie ty) ’本研究亦發現從六至十 
星期’兩者存在緩和至強烈的陰性相互關係素（ r = - 0 . 6 2 , p < 0 . 0 1 ) � 
而研究的十星期内，PMRT的使用頻率和WHO-QoL之間，亦找到強烈的相互 
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The adverse impact of stoma surgery is far beyond people's imagination. The 
anxiety and stress associated with the diagnosis of cancer and the 
consequences of treatment seriously impair the quality of life (QoL) of 
patients with ostomies. Although the surgical skills and stoma care are 
indispensable in facilitating patients' physical adjustment, increasing attention 
should focus on interventions to reduce the anxiety and promote the QoL. The 
It 
present study employed a randomized controlled trial with repeated measures 
fT 
to evaluate the effectiveness of progressive muscle relaxation training (PMRT) 
among Chinese stoma patients in Hong Kong. Patient's self-reported state-
anxiety level and quality oflife rating were used as outcome measures for 
% 
evaluation. Fifty-nine subjects who had undergone stoma surgery were 
assessed on their state-anxiety level and self-reported quality of life over a 
period of 10 weeks on: i) postoperatively before discharge, ii) week 5, and iii) 
week 10 after surgery. The subjects were randomized into control (n = 30) and 
experimental group (n = 29). The control group received the standard 
treatment and care provided by the hospital. The experimental group, in 
addition, received two sessions ofPMRT, together with an audiocassette tape 
and written instruction manual on PMRT for home practice. Instruments 
included a) The Chinese Version of State-Trait Anxiety Inventory (C-STAI); b) 
The Quality ofLife Index for Colostomy (QoL-Colostomy); and c) The Hong 
Kong Chinese Version World Health Organization Quality ofLife Measure 
Abbreviated Version (WHO-QoL). Results indicated that the experimental 
group of subjects had a significant reduction in state-anxiety scores [F (1’ 57) 
=8.99，p<0.05] and improvement in the WHO-QoL overall rating [F (1, 57)= 
vi 
26.52, p<0.05] over 10 weeks. However, the social domain in the WHO-QoL 
scale deteriorated in both groups over the 10 weeks. For the QoL-Colostomy, 
while repeated measures ANOVA indicated that there was no significant 
difference in the overall rating, t-test showed that the effect ofPMRT on QoL-
Colostomy takes 10 weeks to occur (t = -4.99’ p = 0.001). A strong to 
moderate negative correlation existed between the frequency ofPMRT and 
the state-anxiety score from week 6 to 10 (r = -0.62，p < 0.01), whereas a 
moderate to strong positive correlation was found between the frequency of 
it 
PMRT and the WHO-QoL rating over 10 weeks (r = 0.76, p < 0.01). It was 
concluded that PMRT is effective in reducing the anxiety and improving the 
quality oflife in the first ten weeks for patients after stoma surgery. 
Limitations and factors that may have influenced the effect ofPMRT in the 
� 
present study were addressed. Recommendations and implications for future 
research have been discussed. -
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The experience ofhaving cancer is a threat, not only to life and physical 
function, but also to psychological well being. Recent research has found that at least 
33% of cancer patients develop anxiety as a result of their diagnosis and treatment 
(Parle, Jones & Maguire，1996). This anxiety seriously impairs the quality of life 
(QoL) of patients' lives (Wade, 1990). It causes much personal suffering, interferes 
with their day to day functioning, delays retum to work, and affects their personal 
relationships and decision making (Maguire, 1997). 
In Hong Kong, colorectal cancer is the third most common cancer in recent 
years (Hospital Authority, 1998). Cancer of the colon accounted for 8.8% of all � 
newly diagnosed cases and 7.2% of all cancer deaths between 1993 and 1994 
(Hospital Authority, 1998). For rectal cancer, it accounted for 4.9% ofall newly 
diagnosed cases and 3.8% of all cancer deaths (Hospital Authority, 1998). This is 
also confirmed by the mortality figures with more than 1,090 deaths from the disease, 
which wasjust below the numbers for lung and liver cancers (Hospital Authority, 
1998). 
In view of the advancement of the medical technology, the diagnosis ofcancer 
is no longer an immediate death sentence (Fawzy, 1995), with many cancer patients 
experiencing longer survival times. For instance, stoma surgery is a treatment to help 
the patients with colorectal cancer return to a normal and productive life (Black, 
1994). It is a procedure to remove the affected bowel and to construct a passage 
through the abdominal wall for excretion of faeces. The passage is formed out of the 
remaining, healthy part of the bowel. Whether a longer survival time would lead to a 
better quality oflife is controversial, having stoma surgery, however, is indisputably 
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an anxiety provoking experience which seriously affects an individual's QoL by 
changing an individual's body image, functional ability and lifestyle (Borwell, 1997; 
Hughes, 1991). Wade (1989) reported that despite improvements in care, stoma 
patients still experience difficulties in adjusting to life with a stoma in their first year 
after surgery. 
Considering the adverse bio-psychosocial impact on and the associated anxiety 
in stoma patients, efforts should be made not only to reduce or eliminate 
psychosocial difficulties, but also to increase positive aspects of.the patients' lives, 
and enhance overall well being (Molassiotis, 1997), that is QoL. Progressive muscle 
relaxation (PMR) is one of the relaxation interventions that has not only been used 
extensively to manage anxiety (Devine & Westlake，1995; Hyman, Feldman, Harris, 
Levin & Malloy, 1989)，but also to improve QoL (Eller, 1999; Walker et al., 1999). � 
The effect ofPMR, however, has yet to be examined for patients after stoma surgery. 
The purpose of this experimental study is threefold: Firstly, to examine the anxiety 
levels and QoL after stoma surgery. Secondly, to introduce the progressive muscle 
relaxation training (PMRT) to stoma patients as a stress relieving intervention, and 
lastly, to evaluate the efficacy ofPMRT on the anxiety and QoL changes for patients 
after stoma surgery. 
In the following chapter, a review of the literature will be presented to introduce 




Computer database searches ofCINAHL (1983-2000) and MEDLINE (1991-
1999) were carried out. Key search words included cancer, anxiety, quality of life, 
stoma, colostomy, relaxation, and behavioural therapy. Reference lists of identified 
paper were examined to identify other publications. The following review of the 
literature will begin with an overview of concepts of anxiety and the anxiety in stoma 
patients. Then, literature regarding the quality of life and the quality of life for 
patients after stoma surgery will be examined. Following this review, the chapter will 
discuss the use of progressive muscle relaxation in reducing anxiety and promoting 
quality of life. The rationale of using PMRT in reducing anxiety and promoting � 
quality oflife for the present study will be presented. 
Anxiety 
Anxiety had been studied in the health-related literature for several decades 
(Robinson, 1990). Anxiety was defined as a series of physical, cognitive and 
behavioural responses to stress (Powell & Enright，1990; Robinson, 1990); a 
perceptual phenomenon arising from an imbalance between the demand on the 
person and his ability to cope (Cox, 1978). It was recognized that anxiety played a 
pivotal role in disease development (Keable, 1997). The initial manifestation of 
anxiety included a feeling of anxiousness, which is the subjective manifestation of 
arousal (Robinson, 1990)，and might be exhibited as a subjective feeling oftension, 
apprehension, nervousness, worry and heightened autonomic nervous system activity 
(Spielberger, 1983). Anxiety, which was a major component of the majority of 
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psychiatric disorders, including neurosis and psychosis, had been suggested to be the 
most disabling and distressing feature of many psychiatric conditions (Keable, 1997). 
Anxiety and depression were often indistinguishable because both frequently 
coexisted and appeared to share common etiology in which both were provoked by 
physical-psycho-social stresses (Kleinman, 1988; Murray, 1995). The emotional 
changes, which could occur as a result of ongoing worry and anxiety, were typically 
manifested as a feeling of irritability, constant fearfulness and demoralization 
(Kennerley, 1997). On one hand, anxiety was suggested to be a powerful force in the 
coping process and might function as an antecedent factor in the form of a 
personality trait or as a contributory factor in the form of state-anxiety aroused in 
response to stress (Lazarus, 1966). On the other hand, anxiety also had adverse 
effects on cognitive, social and physical function, causing impairment ofmemory, � 
task performance, concentration, decision-making ability, meaningful and healthy 
relationships with family and close friends (Keable, 1997). ‘ 
Anxiety, in fact, is not only the most disabling and distressing feature, but also a 
reflection of stress response. Stress was referred to as a broad class ofproblems 
differentiated from other problem areas because it deals with any demands which 
taxed the system, whether a physiological, social or psychological system (Lazarus, 
1966). Stress was defined as a particular relationship between the person and the 
environment that was appraised by the person as taxing or exceeding his or her 
resources and endangering his or her well being (Lazarus & Folkman, 1984). The 
authors elaborated that the stress reaction depended on how an individual interpreted 
or appraised the significance of a harmful, threatening or challenging event. 
Contemporary research has revealed that the stress response was in fact a 
prolonged psycho-physiological reaction. Cooper (1981), in addition, suggested a 
working model of anxiety and stress to explain the factors affecting the perception of 
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Stress and stress reaction. In Cooper's model, an individual's state of stress was 
affected by the environment and individual factors, perception ofthreat and coping 
style. The environment and individual factors included the life events, social, work 
and natural environment, attitude, personality trait, temperament and past experience 
(Cooper, 1981). A circular or transactional relationship existed between the 
individual and their environment, both influencing and affecting each other. This 
transactional relationship would result in a change of equilibrium. The perception of 
threat would influence the resultant state of stress, consequently> manifesting in 
different areas of physical, cognitive and behavioural symptoms such as loss of 
appetite, headache, anxiety, depression and insomnia (Cooper, 1981). As such, the 
anxiety and emotional responses triggered by stoma surgery could have a profound 
effect on the way the rest of the experience is shaped for many patients with � 
colorectal cancer. 
Anxiety in Stoma Patients 
In regards to patients after stoma surgery, the majority ofstudies had focused on 
the physical aspects, whereas only a few studies had addressed psychosocial care 
(Deeny & McCrea，1991). The psychological recovery took even longer than 
physical recovery (Bemhard & Humy，1998). Follick, Smith and Turk (1984) 
reported in a survey o f l 3 1 participants, that 50% ofostomy patients face a 
significant amount ofstress. Apart from the preoperative period, the most stressful 
periods were postoperatively after discharge. In another prospective study to examine 
the psychosocial morbidity in the first three months following stoma surgery 
(Thomas, Madden & Jehu，1984)，106 participants (74 participants with cancer, 17 
with colitis and 15 with diverticular disease) were seen in hospital a few days after 
stoma surgery. For the 87 participants remaining in the study at 3 months, female 
ostomies were significantly to have moderate to severe anxiety, but depression 
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occurred equally in both sexes. When overall psychological morbidity (either anxiety 
or depression) was considered postoperatively, 23% (n=20) had deteriorated in 
relation to their psychological status before surgery. 
This was similar to the findings ofFollick et al. (1984) that 33% ofstoma 
patients had experienced more frequent feelings of depression with 24% having 
reported an increase in the frequency of angry and irritable feelings since the surgery. 
It might be argued that these studies were done 15 years ago and that in the past 
decade there has been marked improvement in surgical techniques and postoperative 
care. The findings of past research, however, were in line with the recent findings by 
White and Unwin (1998), where between 18 and 25% ofpatients had experienced 
clinically significant psychological symptoms in the first 4 months following stoma 
surgery, and these symptoms remained one year after surgery. � 
Thomas et al. (1987) further reported on 68 participants who had been followed-
up for one year and found that 22% of participants continued to have moderate or 
severe psychiatric symptoms. Most participants had presented similar disturbances at 
the 3-month assessment (Thomas et al., 1984). This indicated that the condition was 
longstanding. However it was found in subsequent evaluation that stoma patients, 
who had a feeling ofbeing personally in control, had a more favourable course of 
psychological adjustment (Thomas, Tumer & Madden，1988). Wade (1990) also 
reported similar results in another prospective study of265 participants. The 
researcher found that anxiety was significantly more prevalent 10 weeks after 
surgery, especially among those patients who did not have access to a stoma care 
nurse. The researcher further suggested that the physical state ofpatients such as the 
presence offatigue and pain was closely associated with the prevalence ofanxiety 
and depression. Anxiety and depression were found more likely to be sustained 1 
year later in those patients who had these symptoms at 10 weeks (Wade, 1990). It 
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could be explained that the stoma could be very disruptive in the first few weeks. 
After months ofintegrating back into the community, patients could no longer 
depend on hospital staff. If psychological problems were not properly identified and 
managed early, such psychological symptoms as anxiety and depression were 
unlikely to be resolved. 
Identifying those patients who had a feeling ofbeing personally in control might 
result in a more favourable psychological adjustment (Thomas et al., 1988). The use 
ofintervention to reduce psychological distress among patients with ostomy was also 
advocated in order to promote their psychological adjustment after stoma surgery 
(Thomas et al., 1988; White & Unwin，1998). 
Psychological Impact: Permanent Versus Temporary Stoma 
The psychological impact of stoma surgery is alarming for both permanent and � 
temporary stoma patients. In another study, Pieper, Mikols and Grant (1996) had 
interviewed three groups of persons with fecal ostomies: (1) permanent ostomies as a 
result ofdisease (n=13); (2) temporary ostomies as a result ofdisease (n=14); and (3) 
temporary ostomies as a result of trauma (n=18), to explore the psychosocial impact 
ofan ostomy. The study found that the three groups' scores did not differ 
significantly on the Psychological Adjustment to Illness scale, the Reintegration to 
Normal Living Index, or the Meaning in Life Scale. Although this study used relative 
small sample size, more importantly, the finding ofthis study implied that one should 




Anxiety is a threat to QoL as well as the physical-psychosocial well being o f a 
person because prolonged stress might lead to functional and structural damage 
(Molassiotis, 1997). An individual would react to this state ofstress and attempt to 
restore equilibrium, both consciously and subconsciously. The reactions could be 
viewed as either adaptive or maladaptive. The adaptive coping style could move the 
system on to a further state of equilibrium so as to overcome problems, whereas the 
maladaptive could create further secondary problems which adversely affects the 
� 
future ofan individual. The end-result of adaptation to stress, is perceived as the 
degree of QoL (Molassiotis, 1997). 
Quality oflife (QoL) has become an important issue in health care although the 
meaning is debatable. QoL was sometimes interchanged with such terms as health 
status, functional status, well being, and life satisfaction (Spitzer，1987; Staniszewska, 
1998). A good QoL was commonly expressed in terms ofsatisfaction, contentment, 
happiness, fulfillment and the ability to cope (Calman, 1984). Another author further 
equated QoL with health, self-esteem, adjustment, value oflife, and the meaning of 
life (Zhan, 1992). However, it has been proposed that such variety and 
interchangeable use ofterminology relate to the lack o f a conceptual definition of 
QoL or subjective health status (Staniszewska, 1998). 
Definition of Quality ofLife 
Quality oflife has a wide range of definitions that vary according to the 
perceptions ofresearchers, health professionals and individuals with health problems 
(Calman, 1987). All ofthese variations in perception are likely to lead to differences 
in definitions and approaches to the measurement ofQoL. In past decades, QoL was 
accounted for the gap between a person's expectation and reality (Calman, 1984), 
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such that the smaller the gap, the better the QoL. In regards to health and illness, 
Schipper, Clinch, McMurray and Leavitt (1984) defined QoL as the functional effect 
ofan illness and its consequent therapy as perceived by patients. In line with this 
assumption, Olschewski and Schumacher (1990) described QoL as the individual 
reaction of patients towards their disease and its treatment, which is relatively 
subjective and very much dependent on the time line. These authors related QoL to 
the consequence of disease and treatment, which emphasized on individual health 
status. This supports that the disease and its consequences play an important role in 
affecting the QoL of an individual. The definition by Olschewski and Schumacher, 
however, implied that QoL assessment might not be applicable to healthy persons, or 
that it limited the comparability of QoL assessment ofother populations with good 
health. In addition, QoL was viewed as a state of mind, not a state of health � 
(Feinstein, 1997). An individual might appraise their QoL as reflecting feelings of 
well being and other subjective, personal reactions to their state'ofhealth, and many 
other non-medical features oflife. This was in line with Gill and Feinstein's (1994) 
definition ofQoL as a personal perception ofhealth status and/or non-medical 
aspects ofone,s life. Therefore, the QoL definition ought to be broad enough to 
cover patients with different health status. A general definition was suggested by 
Zhan (1992) relating QoL to the degree in which a person's life experiences have to 
be satisfying in order to attain a broader range ofpopulations. QoL is a concern not 
only for people with ill health, but also for those with different health status. Guyatt 
and Jaeschke (1990) also supported that QoL should cover a wide variety of 
subjective experiences related to health. Obviously, QoL implied an individualized 
and experience-based concept revealing a person's subjective well being. However, a 
weakness was identified from Zhan's definition that QoL assessment should capture 
both positive and negative dimensions of experience. Other authors further explained 
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that QoL should accentuate a person's sense of well being stemming from 
satisfaction or dissatisfaction with the areas oflife that are important to him or her 
(Ferrans & Powers，1985). 
Quality oflife has been perceived as a complex concept that does not have a 
universal definition or a standard for its measurement (Ferrans, 1990). It was 
generally agreed that QoL of individuals is the perception oflife satisfaction that 
changes over time (Cella & Cherin，1988; Schumaker, Anderson & Czajkowski， 
1990). According to the global perspective from the World Health Organization 
(WHOQOL group, 1995), QoL was defined as "individual's perception oftheir 
position in life in the context of the culture and value systems in which they live and 
in relation to their goals, expectations, standards and concerns (p. 1405)”. Knowing 
that QoL is a subjective and experience-based concept, this definition further denoted � 
that the meaning ofQoL is multi-dimensional, including positive and negative 
dimensions oflife, which varies from time and different cultures. 
Martin and Stockier (1998) suggested that all these definitions are consistent 
with two widely held properties of QoL. Firstly, these authors explained that QoL is 
a subjective concept in which various somatic and psychological experiences such as 
pain and depression are inherently subjective and that personal values and opinions 
will determine individual's expectations, thus affecting an individual perception of 
QoL (Martin & Stockier, 1998). Secondly, these authors further elaborated that QoL 
is multidimensional, that might be recognized as a composite of the degree such that 
expectations are met in various aspects of a person's life (Martin & Stockler，1998). 
These aspects oflife are then referred to QoL domains. 
11 
Quality ofLife Domains 
Different definitions of quality oflife might not only yield different scope and 
focus, but also affect the development of QoL domains. However, QoL was a broad 
concept, which could be affected in a complex way by the person's physical health 
and psychological state, level of independence, social relationship and the 
relationship with the environment (WHO, 1993). It was generally accepted that QoL 
is both a multidimensional and context-related concept because human experiences 
are dynamic and complex (Cella & Cherin, 1988; King et al., 1997; Schumaker et al., 
1990; WHO, 1993; Zhan, 1992). Common dimensions ofQoL included physical 
function, emotional function, social function, role performance, pain and other 
symptoms (Fitzpatrick, Fletcher, Gore, Jones, Spiegelhalter & Cox，1992). QoL 
could be broadly divided into 4 domains, namely psychological, physical, social, and � 
financial (King et al., 1997; Padilla, Ferrell, Grant & Rhiner，1990). 
The most common dimension reflecting attributes ofpsychological well being 
included the attributes of worthwhile-ness, value, satisfaction to life, usefulness, 
body image, adjustment, emotions, anxiety, internal locus ofcontrol, recreation and 
fun，happiness, developing, learning and fulfillment (Padilla et al., 1990). The 
authors conceptualized the main components ofphysical well being as eating, 
appetite, sex, sleep, perceived health-illness, strength, and fatigue, sequence of 
diagnosis and treatment (Padilla et al., 1990). For the social well being domain, the 
main attributes were interpersonal functioning, social activities, support from 
significant others, privacy, rejection, and role functions (Padilla et al., 1990). The 
authors referred to the financial domain as concerned with security and housing 
(Padilla et al., 1990). Despite the QoL domains being broadly classified, it could be 
clearly noticed that there was a wide range ofattributes and might vary among 
individuals. Therefore, an objective approach is needed in order to capture this broad 
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and diverse concept of QoL. 
In line with the assumption, Padilla and Frank-Stromborg (1997) attempted to 
operationalize QoL objectively in terms of measuring such items as income, 
employment, education, physical fiinction, housing, and purity ofair. Zhan (1992) 
further categorized the measurement of QoL into 4 major areas as the life satisfaction, 
self-concept, health and functioning, and socio-economic factors. It had been 
suggested that QoL should, at minimum, include these dimensions—physical 
(perception of their physical state), psychological (perception ofcognitive and 
affective state), social O^erception of the interpersonal relationships and social roles 
in life), and spiritual Q)erception of 'meaning in life，or personal beliefs that structure 
and qualify experience) dimensions—because these are universal values across 
cultures (WHOQOL group, 1995). No matter how QoL domain was defined, Testa � 
and Simonson (1996) supplemented that each domain should cover an objective 
assessment offlmctioning or health status as well as the subjective perception of 
health. These served as the key areas to be addressed during QoL assessment. 
Measurement Issues in Quality ofLife 
The assessment of QoL had become an important concept for health 
professionals because the physical, psychological, and social well being ofthe 
patients were affected by the disease and its treatment (Varricchio, 1990). More 
importantly, the evaluation of the QoL of patients, however, enabled health 
professionals to evaluate the impact of medical and nursing interventions on patients' 
lives and, ultimately, to produce information that may improve health care and the 
quality of patients' lives (Ferrans, 1990; Staniszewska, 1998). While a number of 
QoL measures were for patients self-report, other researchers also examined whether 
QoL assessment done by health professionals would be more objective than patients' 
rating (Pearlman & Uhlmann, 1988). It was found that physicians' ratings of 
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patients' QoL was weakly correlated with patients' own rating even using the same 
scale (Pearlman & Uhlmann, 1988). This was due to the variation ofmeaning ofQoL 
among different persons because human experiences are dynamic and complex, 
which involve the transaction between an individual and the environment (Zhan, 
1992). A self-report instrument was an appropriate approach to measure QoL in 
order to monitor individuals' progress toward desired goals. The mode of 
administration (self-completion versus interview), however, did not appear to 
influence the distribution of the scores (Aaronson et al.�1993). Correspondingly, 
QoL should be rated by patients in order to capture the subjective sense of 
experience. 
The use ofvalid, reliable, and clinically relevant QoL measures could facilitate 
the planning of appropriate care and the evaluation of specific interventions � 
(Varricchio, 1990). Using QoL as the outcome variable in the health care setting, 
however, was challenging as wide variety of tools had been created in the last 15 
years (King et al., 1997). Thus, the use of different types ofQoL instruments and 
different approaches in QoL assessment could yield different results. 
In general, instruments used for QoL assessment could be divided into generic 
and disease-specific measure (Berzon, 1998). The use ofeither generic or disease-
specific measure was equivocal in QoL research. While the use ofgeneric 
instruments enabled the comparison of the burden ofillness across medical 
conditions, disease-specific tools facilitated researchers examining the particular 
impact ofintervention associated with specific disease (Harrison, Juniper & 
MitchelI-DiCenso, 1996). Furthermore, the use ofgeneric QoL instruments had been 
advocated as it covered full range of domains relevant to QoL, this allowed greater 
comparability and generalizability of findings across different cultural settings 
(Guyatt’ VanZanten, Feeney & Patrick, 1989; Ware, 1984). It was also 
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acknowledged that as QoL involves humanistic transaction between patients and the 
environmental, using generic instruments could facilitate the QoL assessment in a 
holistic approach, which was in line with WHO's commitment in promoting an 
holistic approach to health and health care (WHOQOL group, 1995). As the generic 
instrument needed to be broadly comprehensive to cover all conditions and diseases, 
they might fail to measure the specific and important impairments associated with a 
particular condition (Ware, 1984). De Haes and Zittoun (1995) argued that a generic 
tool might have little relevance to the cancer population as it had been developed for 
a wide range of population such as healthy, psychiatric or chronically disabled. It 
was also found that generic tools were sometimes lengthy and time-intensive that 
might lead to unsatisfactory results (De Haes & Zittoun，1995), especially for 
repeated application over time. On the contrary, using specific measure enabled � 
researchers to focus on problems associated with single disease states, patient groups 
or areas of function, and could enhance clinical sensitivity and responsiveness 
(Guyatt et al., 1989). Harrison et al. proposed that a generic tool should be employed 
to evaluate the actual burden of illness experienced by the individual and a specific 
tool should be used whenever to measure the effect of an intervention in QoL 
research. Also, Feinstein (1987) suggested sensible criteria for the selection o f a QoL 
instrument included: applicability, clarity and simplicity, comprehensiveness, un-
likelihood ofbias, and elimination of redundant items. Along with Feintein's 
suggestion, it was advised that QoL instrument should be able to address 4 main 
issues: coverage, reliability, validity, responsiveness, and sensitivity (Aaronson et al., 
1993; Nanda & Andresen，1998; Testa & Simonson，1996). 
In quality ofl ife research, the use of QoL instruments could also be divided into 
single and multiple-instrument approaches. The advantage of using single instrument 
was that it did not burden the patient experiencing fatigue, pain, or other side effects 
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of treatment or disease (Stenstrup, 1996). This approach also allowed an easier data 
collection as well as less time-consuming as compared to multiple measures 
(Stenstrup, 1996). However, it was argued that QoL assessment usually involved the 
evaluation on impact of an illness, treatment, or intervention Q^anda & Andresen， 
1998), using multiple-instrument approach offered notable advantages over uni-
dimensional and global assessment techniques. These advantages, which could 
hardly be found in single-instrument approach, included the enhancement of 
conceptualization of domains, comparability across studies and populations, 
specificity and sensitivity of QoL data, as well as responsiveness and reliability 
(Jalowiec, 1990). Although disadvantages of multiple measures also existed, these 
problems could be circumvented with adequate knowledge and careful planning 
(Jalowiec, 1990). In addition to the multiple QoL measures, combining established � 
instruments with known psychometric properties with one of the existing scales was 
also advocated for the QoL assessment in cancer (De Haes & Zltton，1995). This 
approach enabled researchers to gain a better understanding of the impact of 
intervention on patients，psychological response in clinical trials. 
Apart from the measurement issue, the number of items required in QoL 
instruments is also debatable. It had been suggested that the more items within each 
of the dimensions explored, the more responsive to change it would be (De Haes & 
Zittoun, 1995). However, Olschewski and Schumacher (1990) recommended that the 
dimension of QoL instruments should be reduced to a suitably small number of 
indices with about 20 to 30 items. The reason underlying such a proposal was that 
too many items might result in an excessively long time for completion. 
Consequently, this could limit the feasibility in clinical studies. In general, the scale 
used for QoL assessment should not exceed 15 minutes for completion (Donovan, 
Sanson-Fisher & Redman�1989). King et al. (1997) further elaborated that i f the 
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design is longitudinal, a short, easy to administer instrument could help to decrease 
missing data. 
For the scaling method in QoL instruments, likert-scale approach with ordinal 
or interval scales had been reported as the most popular method used in the QoL 
tools (Grant, Padilla, FerrelI & Rhiner, 1990). Many researchers found that lOOmm-
line visual analogue scale (VAS), although it was more labour-intensive in scoring, 
was still preferred by some researchers for its wide range in scoring variability 
(Padilla & Grant�1985) and the ease of interpretation (Aaronson et al., 1993). 
•) 
As the individuals' QoL changes over the time, Olschewski and Schumacher 
(1990) proposed that the evaluation of QoL should be performed as often as feasible 
with a balance between the frequency and feasibility in relation to the research 
methodology. De Haes and Zittoun (1995) proposed that a longitudinal study with 
% 
repeated assessment was obligatory to cover the relevant phases occurring as a 
consequence of the disease or treatment during the measurement period. However, 
the present author argued that short intervals between measurement points might 
result in a burden on the patients and researchers for data collection, thus increase the 
risk of missing data. This reflected that an optimal interval of evaluation should be 
determined in order to balance between the practicability and coverage of all relevant 
points in time. 
Cultural Issues in Quality ofLife Assessment 
Apart from the conceptual definition and domains, culture also contributes to 
influence the meaning of QoL for an individual (Bullinger, 1996). From the 
theoretical perspective, it was suggested that culture impinged on the perceived 
definition ofhealth and illness, meaning attached to physical symptoms, and health 
status of an individual (Andrew & Boyce, 1995; Leininger, 1991; Spector, 1991). 
Similarly, culture also affected health-seeking behaviours, personal expectations for < 
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health and life, as well as the health outcomes (Foster, 1992). For instance, appetite 
and nutritional intake were commonly referred to as important areas within the 
physical domain in the QoL assessment (Leung et al., 1997; Padilla et al., 1990; 
Padilla & Grant�1985). Weight gain was perceived as a stressful situation for 
Western post-renal transplant patients (Sutton & Murphy，1989; Fallon, Gould & 
Wainwright, 1997). However another exploratory study by Kong and Molassiotis 
(1999) showed that Hong Kong Chinese renal transplant patients seldom mentioned 
weight gain as a problem. These authors reinforced the concept pfeating as 
important in Chinese culture because it implied not only the physical satisfaction, but 
also the social interaction through eating with friends or family. This issue was also 
supported by Leung et al. (1997) in the development ofthe Hong Kong Chinese 
version World Health Organization quality of life scale, to include eating as an � 
additional facet. 
From the practical perspective in QoL assessment, although endpoints such as 
‘never’ and ‘always，were claimed to be universal in QoL questionnaires, the shades 
ofmeaning between endpoints such as ‘sometimes，appeared to be more ambiguous, 
difficult to translate, and subjected to cultural variation in their interpretation 
(WHOQOL group, 1995). These examples demonstrated that even patients with 
similar disease might have a diverse view and perception on the same QoL issue if 
they had different cultural backgrounds. Correspondingly, the use ofcultural-specific 
or cross-culturally applicable tools in QoL research was advocated in order to 
provide a sensitive measure for different cultural needs and to facilitate the 
comparison of QoL findings across different cultures. For example, the European 
Organization for Research and Treatment ofCancer (EORTC) Quality ofl ife 
Instrument (QLQ-C30) (Aaronson et al., 1993) and WHOQOL scales (WHOQOL 
group�1995) were such instruments available, both ofwhich had been developed at 
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an international level to enhance the comparability across multicultural settings. The 
QLQ-C30 was suggested to be a tool, which had been cross-culturally developed 
from 13 countries, however, it was found that Chinese or Asian populations were not 
included during the cross-cultural analyses (Aaronson et al., 1993). This example 
illustrated that whenever researchers selected a QoL assessment tool, the tool, which 
was going to be used in the study, should be preferably tested in the same cultural 




In the above reviews, a higher level of psychological distress was found in 
stoma than non-stoma patients with one-third of patients having reported different 
forms of psychological problems such as anxiety, depression, anger, and irritable 
feelings. The physical state was closely related to the prevalence of anxiety. In 
addition, anxiety was more prevalent in young and female patients. Patients reporting 
these problems at 10 weeks were more likely to continue to have anxiety 1 year 
afterwards. The psychological impact was alarming for both permanent and 
temporary ostomates. Anxiety was perceived as a threat to QoL and QoL was 
regarded as a multi-dimensional concept in which the meanings and interpretations 
were different for individuals across diverse health conditions. QoL一a complex and 
subjective response of individuals—should cover both positive and negative 
dimensions of experience. The perception of QoL might change over time and vary 
among different cultures. In order to generate meaningful but comparable results in 
QoL research, one should address such problems as the operational definition and 
domains, measurement approach, and time of measurement. The assessment of QoL 
domain should cover an objective assessment ofhealth function and the subjective 
perception ofhealth in relation to the life satisfaction, self-concept, health 
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functioning and socioeconomic factors. The self-reported QoL tool was preferred and 
that should address issues regarding coverage, reliability, validity, responsiveness 
and sensitivity. With adequate knowledge and careful planning, multiple-measures 
approach offered notable advantages over uni-dimensional and global assessment 
techniques. The use of cultural-specific or cross-culturally applicable tool further 
enabled the comparison of QoL data across different cultural settings. The 
combination of generic or disease-specific tools in addition to an established 
instrument with known psychometric properties could enhance researcher's 
II 
understanding of the effect of intervention on individuals' psychological response. 
From the practical perspective, the number of items in a QoL tool should be small 
but comprehensive enough to cover the dimensions of assessment and balance the 
feasibility in clinical studies. Longitudinal QoL assessment was again necessary, and 
% 
the measurement interval should cover all relevant points in time with a balance of 
practicability. -
The following section will then focus on the quality of life of patients having 
stoma surgery. 
Quality of Life for Stoma Patients 
Quality ofLife for Patients with Colorectal Cancer 
Studies have shown that cancer can be a threat to life itself as well as to the 
individual's perception of QoL (Rustoen, 1995). Anxiety, stress, physical discomfort 
and pain are commonly referred to the consequence of cancer and its treatment 
(Yancik, Edwards & Yates�1989). With regards to colorectal cancer, a survey was 
done on 205 Chinese participants in China to investigate the levels ofQoL of 
patients and to identify the influencing factors (Lin, Liu & Wang，1996). The 
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findings indicated that these cancer patients had a moderate level of QoL. In 
comparing the dimensions of QoL, the highest was the family dimension while the 
lowest was the environmental dimension. Furthermore, the levels of QoL were 
affected by such variables as the existence of a colostomy, psychological support, 
symptoms of cancer, and side effects oftreatment. These researchers supplemented 
that internal health locus of control, satisfaction with psychological support, 
existence of a colostomy, and physical symptoms related to cancer also contribute to 
predict the overall QoL for this specific group of patients. 
it 
Stoma surgery is one of the maj or treatment modalities for colorectal cancer. It 
is an intrusive operation with a serious impact on daily life and patient's coping 
capabilities. The patient has to cope with a severe operation, loss of an important 
body function, distortion ofbody image, and change in physical functioning and 
� 
personal care (Bekkers, van Knippenberg, van den Bome, Poen, Bergsma & 
vanBergehenegouwen, 1995). These physical consequences have serious 
implications for emotional welfare, social relations and activities. All these factors 
may contribute to different degree of QoL. Sprangers，Taal, Aaronson and teVelde 
(1995) reviewed 17 studies between 1969 and 1992 comparing QoL in stoma and 
non-stoma patients in terms of physical, psychological, social and sexual functions. 
The results showed that both stoma and non-stoma patients have been troubled by 
frequent or irregular bowel movements, however, these problems were more 
prevalent in stoma patients. Such problems may prevent patients from leaving home, 
subsequently leading to isolation and a decrease in QoL (Porrett & Joels，1996). In 
these 17 studies, stoma patients also reported higher levels of psychological distress 
than the non-stoma patients. The psychological distress included depression, 
loneliness, suicidal thoughts, feelings of stigma, and low self-esteem. Sprangers et al. 
highlighted that the impairment of psychological function and initial depression were 
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more prevalent in young, female patients than in older, male patients. Although a 
restriction on the level of social function had been reported in both the stoma and 
non-stoma patients, such problems were more common in stoma patients. The level 
of social function referred to the frequency of contacts with relatives and friends, and 
the level of social activities as visiting cinemas, leisure pursuits and marital 
relationship (Sprangers et al.，1995). It had also been reported that the impairments 
of sexual function were more prevalent in those patients with stoma than those 
without. These impairments included the prevalence of sexual dysfunction, decreased 
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sexual activity, desire and pleasure (Sprangers et al., 1995). 
The prevalence of the above problems had been supported in another review 
(Bekkers et al., 1995). These researchers examined 22 studies done between 1982 
and 1992 regarding the psychosocial adaptation of stoma patients and concluded that � 
57% of stoma patients had a decrease in libido. In addition, the results found that 
23% of stoma patients had emotional problems, 45% of patients had a decrease in 
social contacts, but there was a relatively low percentage in relation to partners (17%) 
and work (7%). 
It might be argued that there was a high degree ofheterogeneity in the samples 
of the studies reviewed and QoL domains among these studies (Bekkers et al., 1995; 
Sprangers et al., 1995). Most studies in these reviews utilized small or uneven 
samples. For instance, one study in Bekkers' review had only 5 patients in the 
experimental group, whereas the control group consisted of 15 respondents (McLeod, 
Churchill, Lock，Vanderburgh & Cohen，1991). In addition, it was noted that most 
studies employed non-standardized or study-specific instruments without providing 
the psychometric qualities concerning validity or reliability (Bekkers et al., 1995； 
Sprangers et al., 1995). All studies in Sprangers et al's review used cross-sectional 
rather than prospective designs with wide time lapses (between 1 and more than 10 
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years) since surgery. It was commented that without a control group, it was hardly 
possible to differentiate the general reactions of distress to the disease and treatment, 
from the specific consequences of stoma surgery (Bekkers et al., 1995). From the 
conceptual perspective, it could be noticed in Bekkers et al's review that the meaning 
of QoL was operationalized differently in almost every study which increased the 
difficulty for an objective comparison of the results (Bekkers et al., 1995). While 
these studies provided a general picture on the problems of patients following stoma 
surgery, the limitations in the design and measurement factors in the studies 
i> 
contribute to the low generalizability of the findings. 
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Quality ofLife of Patients with Abdominal-Perineal Resection (APR) 
While stoma surgery created countless problems for patients with colorectal 
cancer, the further impact of stoma surgery together with abdominal-perineal 
� 
resection (APR) was grievious to many patients with low rectal cancer. In a study by 
Williams and Johnston (1983), the quality oflife of38 patients with APR was 
compared with 40 patients with sphincter saving resection (SSR). While the findings 
indicated that significant differences existed between APR and SSR groups regarding 
the physical symptoms, psychological function as well as the social function, the 
presence of depressive illness was 3 times greater in the APR group than the SSR 
group (Williams & Johnston，1983). In addition, 25 (66%) patients with APR 
reported a significant change in body image, whereas only 2 (5%) participants in the 
SSR group. There were no significant differences between APR and SSR in terms of 
the anxiety and sexual function scores, but the impairment of sexual function was 
more common in the APR group. Over the years of improvement in surgical 
techniques and stoma care, however, this finding further supported that the clinical 
and functional results of these patients were not substantially different from those of 
patients with stoma surgery as reported in studies carried out 17 years before. It was 
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also noted in Williams and Johnston's study that the study only examined the health 
function, and the overall or general perception on the QoL of individuals was not 
included. It was suggested that not only the person's report of health functioning, but 
also the global evaluations ofbehaviours, states, capacities, satisfaction or 
dissatisfaction with behaviours were important to inform QoL (WHOQOL group, 
1995). In addition, this study relied solely on a self-developed, disease-specific QoL 
instrument without mentioning the validity and reliability. This might limit the 
generalizability of the findings. Yet, the impact of stoma surgery could not be 
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underestimated if it involved APR. It was also confirmed in a subsequent review that 
� 
APR or rectum amputation was regarded as a stable factor contributing to a less 
favourable course of psychosocial adaptation (Bekkers et al., 1995). 
� 
In the above reviews, a number of studies had employed reliable and valid 
instruments with good psychometric properties to increase the credibility of the 
results (Pieper et al., 1996; Sprangers et al., 1995; Thomas et al., 1987; Wade, 1990). 
Notwithstanding it was found that none of these studies took pre-morbid factors into 
account. White (1997) further proposed that the age, marital status, length of illness 
and severity before surgery had not been shown to be related to psychological 
outcome. Instead, the authors suggested that the presence of physical symptoms or 
complications with the stoma and past history of psychiatric illness were 
significantly associated with psychological morbidity following surgery (White & 
Unwin, 1998). APR remained a stable factor contributing to a less favorable 
adjustment in which the presence of anxiety symptom was 3 times greater for 
patients with APR. The presence of physical symptom, stoma-related complications 
and past psychiatric history were significantly associated with psychological 
morbidity and overall QoL. Clinical and functional results of stoma patients were not 
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substantially different in past decades. However, participants who were being 
personally in control had a more favorable course of psychological adjustment. 
Interventions to reduce psychological distress and enhance adaptation of stoma 
patients were repeatedly indicated so as to promote their psychological adjustment. 
Nevertheless, a number of methodological problems were also identified from 
past literature for which rigorous attention was needed in future research. These 
included the heterogeneity in samples, QoL definitions and domains; the use of non-
standardized or study-specific instruments without addressing validity or reliability 
i> 
issues; lack of prospective designs and controlled comparisons, and limited 
f< 
assessment on overall or general perception of the QoL and pre-morbid diseases. As 
the problem of anxiety was prevalent and longstanding in stoma patients, future 
studies should focus on interventions that minimize psychological symptoms 
% 
associated with anxiety and improve personal control and promote psychological 
adjustment within the context of quality of life. „ 
Progressive Muscle Relaxation in Reducing Anxiety and 
Promoting Quality ofLife 
There was a paucity ofknowledge about psychological adjustment of patients 
after stoma surgery. Increasing attention should be focused on the way to help people 
with ostomies to manage anxiety and cope with stressful events (Chatsworth & 
Nathan, 1984; Curtis & Detert’ 1981;Jacobson, 1938). The reason was that the 
anxiety resulting from the appraisal of a threatening situation would continue until 
coping efforts were mobilized to deal with the situation (Lazarus & Folkman，1984). 
Stress and stress response could lead to elevated symptom distress if not addressed 
and managed early (Caudell, 1996). 
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The overall purpose of clinical nursing research is to explore interventions and 
preventive actions aimed at neutralizing adverse health effects secondary to stressful 
encounters (Robinson, 1990). Interventions might include pharmacotherapy (Holland 
et al., 1991)，psychotherapy (Andersen, 1992; Burish & Tope，1992; Trijsburb, van 
Knippenberg & Rijpma，1992), behavioural techniques (Black & Morrow，1991; 
Morrow, 1989; Stem, 1997)，cognitive distraction (Vasterling, Jenkins, Tope & 
Burish, 1993)，progressive muscle relaxation (PMR) (Arakawa, 1995; Baider, Uziely 
& De-Nour，1994; Capuano, 1996; Jacobson, 1938; Larsson & Starrin，1992; Sims, 
1» 
1987; Snyder, 1992), and biofeedback (Burish & Jenkins，1992). Through the 
/f 
instrumental action, these interventions help to regulate the emotions related to the 
somatic and cognitive components of the stressful transaction (Lamontagne, Mason 
& Hepworth，1985). The decision on selecting a particular intervention was 
� 
determined by the availability of resources, therapists as well as the need oftarget 
group of patients (Cobb, 1984). ^ 
Relaxation Interventions 
Among the interventions mentioned earlier, however, relaxation had been 
extensively examined in research literature and taught for almost a century (Cobb, 
1984; Jacobson, 1938). Different types of relaxation techniques included progressive 
muscle relaxation, guided imagery, transcendental meditation, hypnosis, and 
cognitive modification (Cobb, 1984). The rationale ofthese techniques was through 
the management ofbodily sensation to modify the bodily, psychological and the 
behavioural responses (Kennerley, 1997). All of the relaxation techniques could 
produce a similar effect of relaxation, hence the choice of a method depends upon the 
availability and personal preferences (Cobb, 1984). However, among these relaxation 
techniques, PMR was believed to be the most easy to leam and a self-help technique 
which was often applied in daily living (Poppen, 1998; Powell & Enright，1990). 
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Moreover, the effects of PMR could carry over even months after the intervention, 
improving the long-term QoL, whereas other intervention such as pharmacological 
treatments had only an immediate effect (Holland et al., 1991). 
Progressive Muscle Relaxation 
Progressive muscle relaxation~one of the relaxation interventions一is a 
behavioural technique to create a state of relaxation in individuals through the 
tensing and relaxing of selective muscle groups (Black & Morrow，1991; Jacobson, 
1938). The theory ofPMR was that under stress, the muscular tension caused 
1» 
uncomfortable sensations such as headache, stiff neck, painful shoulders, tight chest, 
ff 
difficulty in breathing, trembling, chuming stomach, swallowing difficulty, blurred 
vision and back pain (Kennerley, 1997). Through PMR, a person was taught to 
induce low levels of tension in the major groups of muscles and to discriminate 
s 
against the feelings experienced when the muscle was tensed as compared to when it 
was relaxed (Sims, 1987). PMR involved teaching individuals how to ‘tune out’ 
external stimuli (Caudell, 1996) and tuning out of these stimuli heightened the 
internal sensory awareness that could enable individuals to recognize subtle 
physiological and psychological state such as anxiety and the associated unpleasant 
bodily sensation (Caudell, 1996; Kennerley, 1997). The authors believed that once 
the body is free of tension, the mind would be able to relax. Mandle, Jacobs, Arcari 
and Domar (1996) proposed that the repetitive mental focus and the adoption of 
passive attitude through the practice o fPMR enabled a person to keep the mind 
peacefully into the nature of one's problem. 
Benefits of progressive muscle relaxation (PMR) 
From the physiological perspective, relaxation training could decrease 
physiological arousal (Sims, 1987), reduce side effects ofchemotherapy and 
anticipatory vomiting (Arakawa, 1995; Burish & Tope，1992), reduce blood pressure 
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and tension headaches (Mandle et al., 1996)，as well as alleviate chronic muscle 
tension and insomnia (Sims, 1987). It could also promote patients' comfort, decrease 
cancer pain (Wallace, 1997) and postoperative analgesic consumption (Sims, 1987). 
From the psychological perspective, PMR could help to reduce anxiety and interrupt 
obsessive negative thoughts (Snyder, 1992)，consequently to promote the QoL and 
enhance coping ability (Eller, 1999; Parle et al., 1996; Sikkema & Kelly，1996). 
Particularly, relaxation was helpful for general stress and tension (Stem, 1997). 
The use of progressive muscle relaxation (PMR) 
I* 
Although PMR had been suggested to be a simple yet effective behavioural and 
/r 
cognitive psychotherapy (Stem, 1997), not many researchers or therapists had 
integrated PMR as part of the treatment intervention in recent research. In a review 
of22 studies between 1976 and 1990 on the effects of psychological treatment on 
% 
cancer patients, Tsijsburg et al. (1992) reported that although counselling was the 
mainstay of intervention, only two studies had employed PMR as the behavioural 
intervention. The use ofPMR was incorporated with guided imagery in these two 
studies. 
It was noticed that there was comparatively less research studies on PMR 
conducted after 1990 as compared with 1980. Clinically, PMR has enjoyed limited 
use in clinics and hospital because the cost, time requirements and availability of 
professional therapists create practical problems for the widespread use of PMR 
(Vasterling et al., 1993). However, the use and effectiveness ofPMR is still valued as 
it has been argued that PMR is more cost-effective and convenient than counselling. 
Each session ofPMR requires about 20 to 30 minutes whereas counselling takes 90 
tol20 minutes at least for four to eight sessions (Tsijsburg et al., 1992). Both PMR 
and counselling require a professionally trained therapist such as a psychologist or 
counselor to administer (Carey & Burish, 1987), but only a small number ofcancer 
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patients had the opportunity to receive counselling from such a therapist. On the 
contrary, several studies had shown that PMR could also be given successfully by 
using a professional speaker (Arakawa, 1997)，or a trained clinic nurse as the 
therapist (Larsson & Starrin，1992; Morrow, 1989). Hence, the use ofPMR has been 
perceived to be an effective psycho-behavioural intervention in terms of cost-
effectiveness. Results of several studies had shown PMR to be effective in reducing 
patients' anxiety symptoms and to be more effective than standard counselling for 
cancer patients (Morrow & Morrell，1982). Relaxation therapy is easy to leam, 
•» 
inexpensive and a non-invasive method for reducing stress and anxiety. It has been 
ff 
highly advocated for home care patients (Capuano, 1996). In view of the 
advancement in medical technology nowaday, patients might experienced much 
shorter length of stay in hospital. Once patients have leamed the sequence and 
� 
practice, PMR could be used effectively without the assistance of a therapist 
whenever patients experience tension (Robinson, 1990). , 
In relation to PMR, Baider et al. (1994) suggested that the combination ofboth 
PMR and guided imagery may intensify the effect of relaxation. This approach was 
supported in another study of 154 women receiving chemotherapy (Bridge, Benson, 
Pietroni & Priest, 1988), and the results had shown that the combination ofboth 
PMR and imagery was significantly better than relaxation on its own. Stem (1997) 
proposed that relaxation training only had a very limited role to treat anxiety i f i t was 
used alone. However, it was difficult to evaluate whether the effect is due to PMR, 
guided imagery or the combination ofboth (Hillenberg & Collins, 1982). This 
problem was particularly obvious when the sample size was too small to divide into 
different controlled conditions such as control, relaxation, imagery, and relaxation 
plus imagery. Another study had demonstrated that the combination o fPMR with 
imagery and biofeedback did not find any significant changes in QoL or other 
2 9 
psychological measures (Gruber et al., 1993). Although imagery, biofeedback and 
PMR are effective in reducing the adverse consequences of cancer related symptoms 
and psychosocial outcomes (Bridge et al., 1988; Carey & Burish, 1987), it was 
argued that the effects of these interventions were confounded with others when they 
are used in combination (Burish & Jenkins，1992). Hence, future studies should 
examine the effects of particular intervention. 
The effect of progressive muscle relaxation (PMR) 
The effect of relaxation training, especially PMR has been widely examined in 
II 
past decades. Hyman et al.'s (1989) meta-analysis of 48 experimental studies 
between the year of 1973 and 1986 investigated the effect of relaxation training on 
clinical symptoms. The reviewers ascertained that beneficial effects existed with the 
weighted effect size ranging from 0.43 to 0.66. In particular, a medium effect for 
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PMR was reported on the outcome of anxiety (0.50) (Hyman et al., 1989). 
The beneficial effect of relaxation training was further supported in another 
meta-analysis of 116 studies on cancer populations in terms of anxiety, depression, 
mood, nausea, vomiting, pain, and knowledge (Devine & Westlake，1995). With a 
range of relaxation techniques, PMR was found most frequently applied to 
chemotherapy populations (Devine & Westlake，1995; Hyman et al., 1989). However, 
generalization from the studies in the meta-analysis was affected because of 
insufficient control and limited sample size (Dickson, 1996). Likewise, the attrition 
rate was not mentioned and that had increased the difficulty ofresearchers to 
estimate the appropriate sample size for replication studies (Bums & Grove，1997). 
Furthermore, in a quasi-experimental study of 64 post-surgical breast cancer patients 
receiving radiotherapy, Larsson and Starrin (1992) reported that participants who 
practiced PMR had a significantly better psychological well being in terms of lower 
level of general psychological stress (daily hassles frequency and intensity) and 
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better mood state. 
The effect ofPMR on the anxiety and depression symptoms was further 
supported in another randomized controlled trial of 80 participants with different 
types of cancers (Bindemann, Soukop & Kaye，1991). The researchers found that the 
control group of participants, especially women, reported significantly higher anxiety 
scores. The strength of the study was that it made use of different instruments with 
good psychometric properties. These included the State-Trait Anxiety Inventory 
(STAI) (Spielberger, 1983), Eysenck Personality Questionnaire (EPQ), Leeds Self-
It 
Assessment of Anxiety and ofDepression Scales, General Health Questionnaire, and 
A 
self-developed instruments, namely the Effects ofIllness Scale, and Actual- or Ideal-
SelfInventory. The weaknesses were that the study consisted of a heterogeneous 
group of subjects such as testicular, lung, ovarian and breast cancer patients. In 
addition, with 128 participants recruited initially, only 80 completed all 
questionnaires. The reason for this might be that many questionnaires were used 
which might have led to higher attrition rate in the study. From the practical 
perspective, it was also observed that 4 participants in the control group, who 
expressed a desire to receive relaxation training, were not given and then they 
withdrew from the study. Therefore, it is important to balance the interest ofsubjects 
in participating a research study so as to minimize avoidable attrition. Furthermore, 
this study only focused on the effect ofPMR on the anxiety and depression 
symptoms, somatic discomforts related to cancer—such as fatigue, loss ofappetite 
and loss oflibido, which may be directly related to cancer treatment and its 
consequences一were not included. Apart from the psychological symptoms, future 
studies could also include the assessment of somatic component so as to identify any 
association between relaxation training and enhanced psychosocial welling. 
Not all studies on relaxation training, particularly on PMR have yielded a 
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significant result. In a pilot study of 8 Japanese participants receiving chemotherapy, 
Arakawa (1995)，found that there was an average decrease of2.5 points in state-
anxiety scores in the experimental group, but it showed no significant difference 
from the control group. It might be argued that it was partly due to the small sample 
size, but the confounding variables such as the lack of control on the chemotherapy 
agents and antiemetics also contributed to this finding. This study provided evidence 
that the potential benefit ofPMR may not be limited to Western populations. With 
the use of STAI, however, Arakawa (1997) verified in another experimental study of 
1» 
60 Japanese patients that PMR significantly reduced the subjective feelings of 
anxiety for chemotherapy patients. While this study only focused on the change 
within 72 hours during the chemotherapy, future studies should demonstrate on the 
long-term benefits ofPMR in reducing the anxiety. 
The effect of relaxation training and imagery was further evaluated in terms of 
mood and QoL change in another randomized controlled trial of 94 women during 
primary chemotherapy (Walker et al., 1999). The results showed that QoL was 
significantly better in the experimental group with the intervention also reducing 
emotion suppression (measured by the Coutauld Emotional Control Scale). In 
addition, the experimental group of subjects were more relaxed and easy going 
(measured by the Mood Rating Scale), as they had fewer psychological symptoms 
(measured by the Rotterdam Symptom Checklist) and had higher self-rated QoL 
(measured by the Global self-rated QoL questionnaire). However, the experimental 
and control group did not differ significantly in the anxiety level (measured by the 
Hospital Anxiety and Depression Scale), clinical or pathological response to 
chemotherapy, before and after the intervention. This study used a homogenous 
sample of female breast cancer patients. However, this study still failed to 
differentiate whether the effect of relaxation was due to PMR or guided imagery. In 
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regards to the anxiety scores, Walker et al. acknowledged the limitation that a strong 
support was given by hospital staff which could affect the subject's ratings of anxiety. 
In order to detect the effect ofPMR on anxiety changes in a more sensitive way, 
future studies should be considered comparatively limited contact with hospital staff. 
From the methodological perspective, Sims (1987) reviewed 10 studies relating 
to relaxation techniques and patients with cancer between 1979 and 1983，and 
concluded that the majority of studies consisted of anecdotal and single case studies 
and lacked statistical significance. The author criticized studies with poorly identified 
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homogeneous group, and without the control for attention by instruction (Sims, ！ 
1987). Therefore, future studies with more rigorous research design and replication 
across homogenous samples over time are needed to illustrate a clearer cause-and-
% 
effect relationship between relaxation and the patients' ability to cope with the 
< • , 
experience of cancer. 一 
‘ j I 
In terms of post-surgical samples, another review of 37 studies between 1971 � 
and 1990，Mandle et al. (1996) found that the efficacy of the relaxation response, had ‘ 
I 
also been demonstrated across a wide variety of adult patient populations. These 
i 
included patients undergoing cardiac, abdominal-perineal, orthopedic, dental surgery, 一 
and various invasive procedures such as cardiac and femoral angiography, or 
endoscopies (Mandle et al., 1996). However, none of these 37 studies examined 
patients after stoma surgery, and 13 of the studies did not use randomization. The 
reviewers further commented that the lack of research programs in this area appear to 
limit the expansion of generalizability of the relaxation. In terms of outcome 
measurement, patients' subjective reports of relaxation might be more useful for 
nursing practice than physiological measures because it had been suggested that the 
essence of relaxation was a body and mind therapy (Sims, 1987). The primary 
33 
intention was to achieve mental or psychological relaxation, but not physical alone. 
In addition, it was noticed in Mandle et al. review, replication was made difficult 
because ofinadequate descriptions of the interventions and teaching processes, 
which appears to vary widely from one study to another. 
Procedural variation in progressive muscle relaxation (PMR) 
It has been acknowledged that not every patient could benefit from the PMR. 
Some adverse effects ofrelaxation were noted when it had been used excessively 
(more than twice a day) or for extended periods (Sims, 1987). These ranged from 
11 
withdrawal and insomnia to psychotic manifestations such as hallucination (Cobb, 
1984). In addition, Herman (1989) in examining the Valsalva response during PMR ！ 
i 1 
found that 18% of33 participants exhibited an occurrence ofValsalva response 
I 
during the practice ofPMR. The author suggested that the use ofcontrolled breathing 
% 
patterns and decreasing tensing time might help to decrease the occurrence of the 
Valsalva response during PMR (Herman, 1989). . 
The frequency of practicing PMRT was also controversial. While Jacobson ！ 
(1938) proposed one to nine hour-long daily sessions for up to 56 sessions, Wolpe 
(1958) advocated six 20-minute sessions, with twice-daily home practice sessions of 
15-minute between training sessions. Burish and Tope (1992) suggested that 30- [ 
minute sessions should focus on 10 major muscle groups, whereas Arakawa (1997) 
demonstrated that twice-daily practice ofPMR with a 25-minute instructional 
audiocassette tape and four training sessions were also effective. On the contrary, 
Setterlind (as cited in Larsson & Starrin，1992) found that different techniques led to 
similar physiological and psychological results. It appeared that no particular length 
oftime for PMR seems to be universally superior, and the choice oftechnique should 
ideally depend on the individual (Larsson & Starrin, 1992). In another study of 123 
cancer patients (Baider et al., 1994), a group instruction of90-minutes for six 
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sessions was proposed, but 30% of participants had dropped out over 6 weeks with 
53% by 6 months in the study. Therefore, apart from the efficacy of the intervention 
in considering the use ofPMR, it was essential to balance the length of study and the 
risk of attrition in addition to the procedural variations of intervention. 
Apart from the length ofPMR, the mode of instruction was also influential. 
Sims (1987) suggested that the instructor skills and attention, patient ability and 
environment were three important variables affecting the outcome of relaxation 
training. In terms of skills and attention, group instruction ofPMR was cost-effective 
II 
in terms of time，but most training was done through individual instruction (Cobb, .-
A � 
i 
1984). The latter approach appeared to maintain a better attention as an individual | 
/ * 
instruction could allow privacy and adaptation of individual learners. Stem (1997) 
advised one 20-minute session, which was tape-recorded at the time of teaching. The 
% 
audiocassette tape was then given to the patient for daily home practice sessions for 
two weeks, after which he attended to report progress and discuss any difficulties, • 
! 
I 
before entering the next phase of treatment, for which the relaxation training had 
usually been the prelude. The use of a relaxation tape was also advocated as an 
effective skill to supplement individual instruction and follow-up (Cobb, 1984) 
because it was found that only less than 20% of the patients were able to relax 
independently without the help of a relaxation tape (Larsson & Starrin, 1992). 
Furthermore, the use of a tailored audiocassette tape prepared by a trained 
professional instead of commercial tape was recommended by Burish and Tope 
(1992) to help to accommodate specific patients' needs and ensure that the therapist 
voice would be familiar to the patient. It was also maintained the intervention could 
be given successfully by trained clinic nurses (Larsson & Starrin, 1992; Morrow, 
1989). 
In relation to patients' ability, Larsson and Starrin (1992) reported that those 
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patients below 45 years, with a favorable medical prognosis, and patients who were 
calm and secure, learned relaxation most effectively. Apart from the careful 
assessment of physical ability as well as motivation when considering teaching 
relaxation, Benson (1975) and Cobb (1984) proposed four key elements to any 
successful relaxation training. These included: decreased muscle tonus (a 
comfortable posture), a mental device (a constant stimulus), and a passive attitude 
(the person should not worry how well he or she is performing), and a quiet 
environment (decreased environmental stimuli). 
it 
In terms of the environment, it was commented that the use of relaxation was � 
I 
predominantly limited to the hospital setting (Sims, 1987). Thus, it is necessary to � 
/ � 
determine whether the relaxation training can enhance patients' ability to cope 
outside the hospital environment. 
% 
The Rationale ofUsing PMRT in Reducing Anxiety and 
i 
Promoting Quality of Life | 
Previous research suggested that symptoms associated with cancer treatment 
could be exacerbated by high levels of anxiety, and that high levels ofanxiety might 
inhibit the acquisition of positive coping skill (Carey & Burish, 1985). In the present 
study, stoma surgery created stress to patients. Anxiety was perceived as a 
manifestation of stress response. Patients frequently required support services to 
assist them in adjusting their work and family roles, reducing emotions associated 
with perceived vulnerability to illness or recurrence, and attending to unfortunate 
repercussion of treatment within the QoL context (Caudell, 1996). Ifthese support 
services were not available, patients might experience a negative adjustment that 
could result in elevated levels of anxiety, maladaptive physiological response, and 
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led to poor QoL. 
It had been demonstrated early in this chapter that the persons who had a feeling 
ofbeing personally in control might have a more favourable course ofpsychological 
adjustment (Thomas et al., 1988). PMRT served as an adaptive coping method to 
intervene in the stress cycle thus enabled a person to maintain balance or restore 
homeostasis (Cooper, 1981). The underlying reasons were that the practice ofPMRT 
provided a cognitive distraction to reduce general feelings of distress and 
helplessness by empowering patients to take personal control in reducing anxiety and 
II 
psychosocial distress associated with cancer and the consequences of cancer therapy 
(Burish & Tope�1992). Likewise, the practice of PMRT also enabled people to ！ 
i 
\ 
exercise greater control over the forces that affect life, health and well being (Curtis 
& Detert�1981). These factors contributed to a better QoL. For these reasons, PMRT 
% 
might be important in reducing emotional distress, enhancing coping and adjustment 
(Anderson, 1992), but more importantly, improving the QoL. -
I 
. . . i 
In addition, it was believed that anxiety and relaxation were mutually exclusive j 
(Blalock, 1989; Mandle et al., 1996) because relaxation ofmuscle spread to 
encompass the entire being (Snyder, 1992). More scientifically, the logic was that no 
part ofapatient existed in isolation and each part ofbody response had been 
influenced by the other (Blalock, 1989). The relaxation mechanism and stress 
responses could affect the cognitive, emotional, social, spiritual and behavioural well 
being ofpatients through the autonomic nervous system, musculo-skeletal and 
psycho-neuro-endocrine systems (Mandle et al., 1996). The practice ofrelaxation 
could mediate the neuro-endocrine responses and immune responses through 
elicitation ofthe relaxation response and the production ofbeta-endorphins (Blalock, 
1989). These responses could help to reduce the physiological and psychosocial 
symptoms, and ultimately, improve the QoL (Eller, 1999; McCain, Zeller, Cella, 
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Urbanski & Novak，1996; Sikkema & Kelly，1996). Also, people could focus 
attention more easily and appraise reality in a more conscious way after eliciting the 
relaxation response. These benefits could be helpful in managing the dysfunctional 
component of QoL such as anxiety during stressful situations (Mandle et al., 1996; 
Molassiotis, 1997). On one hand, PMRT improved the bio-psychosocial well being 
by promoting their adjustment and QoL in response to stressors and particular 
situations (Curtis & Detert, 1981). On the other hand, the ability to relax also 
empowered people living with cancer by reducing the anxiety and associated 
1» 
distresses (Stevensen, 1996). It was believed that relaxation provided an aspect of , 
self-help and self-control, and might be regarded as a valuable coping resource to 
improve QoL (Baider et al., 1994; Bindemann et al., 1991). Hence, it had been 
propounded that change in QoL might result from the combined benefits ofPMRT. 
� 
In the above reviews, the effects of relaxation training in reducing the physical, 
psychosocial distresses, particularly in cancer patients, have been fairly well 
established. PMR was applied most frequently with imagery for chemotherapy 
populations in hospital setting. However, the effects and generalizability ofthe PMR 
were affected by the confounding interventions, insufficient control, limited sample 
size, heterogeneous groups of subjects, attrition, and the supportive environment. 
Although the short-term benefit ofPMR in reducing anxiety was supported in past 
literature, the demonstration ofits long-term benefits is needed with the use of 
instrument with good psychometric properties. Most research had focused on 
reducing specific symptom-distress such as anxiety or anticipatory nausea, whereas 
only few studies had assessed the effect ofrelaxation on the quality ofl ife directly 
(Eller’ 1999; Walker et al., 1999). Although there was study examining QoL, the 
significance offindings were limited by the methodological shortcoming (Eller, 
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1999). Future studies should integrate the assessment of somatic components into the 
context of QoL with a meticulous research design and replication across homogenous 
samples over time. From the practical perspective, the procedure of PMR should be 
tailored or modified to suit the need of specific patients group in different studies. 
The use of individual instruction and trained professional tailored audiocassette tape 
with familiar voice to patients for home practice might facilitate patient's learning 
and compliance. 
II 
Summary of Literature Review 
� 
In this Chapter, it was clearly noticed that stoma patients were being confronted 
with life-threatening illness and disastrous changes in QoL such as the derangement 
% 
in physical, psychosocial and sexual functioning. Although stoma patients were 
cured ofcancer and appeared to be physically healthy, they became disabled for 
psychological reasons with almost half of the patients facing significant amount of 
anxiety and stress after stoma surgery. Anxiety一the most disabling and distressing 
feature in which manifested as a series of physical, cognitive, and behavioural 
responses to stress—required prompt intervention before it became a long-term 
problem. The end-result of adjustment to stress, had been conceptualized as the 
degree ofQoL. Although there was a widespread debate about QoL in relation to the 
definition, meaning, domains, measurement and practical issue, literature was in 
favor ofutilizing a self-report instrument, combining both generic and disease-
specific tools known psychometric properties, performing prospective and repeated 
measurement in QoL research. 
While anxiety impaired the quality of patients' lives, lack ofstress-relieving 
intervention appeared to hinder patients' adjustment in response to the problems 
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associated with anxiety and stress. There is a need, therefore, to develop and evaluate 
interventions that minimize the psychosocial impact of the cancer and related 
problems. There is now a substantial literature to demonstrate the effect ofPMR in 
promoting the physical and psychosocial adjustment of patients with cancer. 
However, it is not known ifPMR can reduce the anxiety and enhance the QoL of 
patients after stoma surgery. IfPMR can reduce the anxiety by promoting the coping 
skill ofpatients after stoma surgery, individual perception of QoL may be enhanced. 
It is time to develop and implement a more structured and controlled study to 
II 
examine the cause-and-effect relationships between PMR, anxiety and QoL. 
� 





In the previous chapter, it was shown that there was considerable knowledge 
about the anxiety and QoL of patients after stoma surgery. Future studies, however, 
should focus on interventions to improve the outcome of patients after stoma surgery. 
To facilitate this aim, a rigorous-designed intervention study is needed with 
controlled comparisons and repeated assessments on important points over time. This 
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A randomized controlled trial (RCT) with control and experimental groups was 
used because of this design's effectiveness in testing cause-and-effect relationships 
with minimal threat to internal validity (Massey & Lubno，1991; Polit & Hungler， 
1995). The experimental design posed ‘why，，‘if or ‘therefore，questions, which 
would be used when much had been known about a problem area and the variables 
that influenced it (Dodd, 1990). The use of randomization allowed the investigator to 
ensure the results ofstudy would not be biased by the extraneous variables. 
Randomization controlled for most of the threats to the internal validity and also 
increased the experiment's external validity by controlling for selection-treatment 
interaction (Lewis & Haberman，1990). Previous studies had demonstrated the 
effectiveness of using RCT in testing the efficacy ofPMRT in a variety ofcancer 
patients with anxiety symptoms (Bindemann et al., 1991;Bridge et al., 1988; 
Holland et al., 1991). 
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In a randomized controlled trial (RCT), the randomization of subjects should be 
ideally based on random sampling with all subjects from the population having an 
equal probability ofbeing included in the study (Grimm, 1993; Polit, 1996). 
However, the researcher anticipated that the size of target population was too small 
to employ random selection, as the subjects selected in the study already comprised 
all the research accessible population in the study hospitals. It was also supported 
that effect size is not the only criterion for determining the sample size as the 
particular problem being investigated is also important in determining the size of the 
II 
population to which generalization of the study results can be made (Dodd, 1990). 
� 
Hence, the randomization of subjects was based on random assignment, in which 
subjects were allocated to the treatment or control condition in a random manner 
(Polit, 1996). Although random assignment could not be assumed to equate the 
% 
treatment and control groups in the case of small samples assigned to each group, 
this method was particularly useful if the target population was small, and the 
generalization of findings was confined to the study institution (Lewis & Haberman， 
1990). 
Aim 
The aim of this study was to determine the effectiveness ofPMRT in reducing 
the anxiety and improving the QoL for patients after stoma surgery. 
Objectives 
1. To compare the postoperative state-anxiety levels over 10 weeks for the patients 
who received the PMRT in addition to the standard treatment provided by the 
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hospital, with those who had the standard treatment only after stoma surgery. 
2. To compare the postoperative QoL rating in the QoL for Colostomy (QoL-
Colostomy) over 10 weeks for the patients who received the PMRT in addition 
to the standard treatment provided by the hospital, with those who had the 
standard treatment only after stoma surgery. 
3. To compare the postoperative QoL rating in the World Health Organization QoL 
measure (WHO-QoL) over 10 weeks for the patients who received the PMRT in 
addition to the standard treatment provided by the hospital, with those who had 
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1. The state-anxiety levels of patients who have received PMRT in addition to the 
standard treatment after stoma surgery over 10 weeks will be lower than those 
receiving standard treatment alone. 
2. The QoL-Colostomy ratings of patients who have received PMRT in addition to 
the standard treatment after stoma surgery over 10 weeks will be higher than 
those receiving standard treatment alone. 
3. The WHO-QoL scores of patients who have received PMRT in addition to the 
standard treatment after stoma surgery over 10 weeks will be higher than those 
receiving standard treatment alone. 
Null Hypotheses 
1. There will be no significant difference in state-anxiety levels over 10 weeks in 
patients receiving PMRT in addition to the standard treatment provided by the 
hospital and patients receiving standard treatment alone after stoma surgery. 
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2. There will be no significant difference in the QoL-Colostomy ratings over 10 
weeks in patients receiving PMRT in addition to the standard treatment provided 
by the hospital and patients receiving standard treatment alone after stoma 
surgery. 
3. There will be no significant difference in the WHO-QoL scores over 10 weeks in 
patients receiving PMRT in addition to the standard treatment provided by the 
hospital and patients receiving standard treatment alone after stoma surgery. 
u 
� 
The independent variable is the PMRT and the dependent variables are the levels 
of self-reported state-anxiety, QoL-Colostomy and WHO-QoL ratings. 
� 
Operational Definitions 
1. Progressive Muscle Relaxation Training (PMRT) - a behavioural intervention to 
create a state ofrelaxation in individuals by tensing and relaxing selective 
muscle groups with controlled, deep breathing techniques (Black & Morrow, 
1991). 
2. Stoma - an artificial opening in the digestive tract connected with the skin 
(Bekkers et al., 1995). 
3. Stoma Patients - people who have a small opening on the abdomen produced 
surgically as part of the cancer treatment for the purpose ofeliminating human 
waste (faeces). 
4. Anxiety - a series ofphysical, cognitive, and behavioural responses to stress 
(Powell & Enright，1990; Robinson, 1990). 
5. State-anxiety 一 a transitory emotional state at a particular moment in time 
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(Spielberger, 1983). 
6. Trait-anxiety 一 a relatively stable disposition to be anxious in which the person 
normally feel (Spielberger, 1983). 
7. Quality of Life — "individual's perception of their position in life in the context 
of the culture and value systems in which they live and in relation to their goals, 




This study was approved by the Ethics Committee ofMedical School at the 
Chinese University ofHong Kong and the Ethics Committee of the study hospitals. 
The letters of ethical approval for the study were attached in appendix 1. The 
� 
Departmental Operation Manager and the Chief of Service of the Department of 
Surgery at the study hospitals were contacted for access approval to conduct the 
study. The letter of request was attached in appendix 2. Voluntary participation of 
subjects was asked. Written 'informed consent' had been obtained from subjects after 
researchers' explanation (Appendix 3). Responding to questionnaire also indicated 
patient's willingness to participate in the study. All subjects were fully informed of 
the process of randomization into either control or experimental group. The 
researcher assured subjects that information provided by them resulting from the 
study would be confidential to the researcher and would not identify them to others 
not connected with the study. All subjects were assured that their treatment would 
not be affected if they declined to participate and that they had the right to withdraw 
at any time without penalty. Vulnerable subjects were excluded according to the 
inclusion and exclusion criteria. The researcher reassured participants that they 
would remain free from harm regarding the intervention received. Also the 
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researcher assured participants，benefits that subjects who were assigned into the 
experimental group would receive free training sessions of PMRT and relaxation 
audiocassette tape, which was going to promote their physical and psychological 
comforts. To further assure the patient's rights in the study, the researcher would also 
offer PMRT to subjects in the control group after the data collection if they 




The sample was recruited from the Department of Surgery in two Hong Kong 
regional public hospitals. Each hospital has more than 1,200 beds and serves a large 
population in the New Territories. 
% 
Sample Size Determination 
The sample size was calculated using the formula for estimating sample size for 
repeated measures one-way analysis of variance (R-ANOVA) (Cohen, 1988). As the 
previous literatures were in favor ofPMRT, one-tailed test was used and the 
significance level was set at 0.05. With the power set at 80%, the chance of 
committing a type II error was 20%. 
The effect size was estimated from a pilot study of 4 subjects per group. 
Based on a power analysis for ANOVA estimation of the population eta-squared 
(eta2) could be used directly as the estimation ofeffect size (Polit, 1996). The 
population effect sizes of 0.1,0.25 and 0.4 for ANOVA referred to small, medium 
and large effect (Cohen, 1992). In an ANOVA context for two groups, Cohen's 
conventional values for small, medium, and large effects corresponded to values of 
eta2 of 0.01，0.06，and 0.14 respectively (Polit, 1996). In the pilot study, the eta^ for 
anxiety was 0.53; a large difference. The eta^ for QoL-Colostomy was 0.01; a small 
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difference, this was not significant. The eta^ for WHO-QoL was 0.62; also a large 
difference. Correspondingly, the sample size would be 20 for large effect, and310 
for small effect in each group. Because both the state-anxiety and WHO-QoL were 
well-tested, with established validity and reliability, these two major variables served 
as the basis for sample size determination rather than the less well-used QoL-
Colostomy, with minimal information about validity and reliability (Padilla & Grant, 
1985). Hence, a sample size of20 per group was selected in order to increase the 
probability to obtain a significant result (Cohen, 1992). With the estimation of 
average 37% attrition in longitudinal studies over 10 weeks (Baider et al., 1994; 
Bindemann et al., 1991; Trijsberg et al., 1992)，the required sample size would be at 
least 32 in each group. 
Inclusion and Exclusion Criteria 
All patients who had undergone either temporary or permanent stoma surgery � 
for cancer treatment in the selected regional hospitals were invited to participate. 
•* 
However, to avoid occurrence of valsalva response, hypoglycaemia，or loss-ofreality 
contact reactions in the vulnerable group of patients, subjects with either 
uncontrolled heart disease, diabetes, who were disorientated, had a documented 
psychiatric illness or metastases in the central nervous system were excluded (Snyder, 
1992). Specifically the presence of psychiatric or major concurrent illnesses was 
regarded as two significant contributors which might seriously affect postoperative 
psychological distress following stoma surgery (White & Unwin，1998). Those who 
were illiterate or unable to understand Cantonese, had hearing difficulty or declined 
to participate were excluded from the study. 
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Intervention 
Progressive Muscle Relaxation Training (PMRT) 
The intervention ofPMRT, which was for a 20-minutes period, required 
subjects to tense and relax different muscle groups in combination with deep 
breathing (Jacobson，1938; Snyder, 1992). Using the procedures recommended by 
Bemstein and Borkovec (1973)，10 major muscle groups were included. However, 
training ofthe abdominal muscles was excluded to reduce the incidence ofincreased 
intra-abdominal pressure as it might lead to an increase risk of developing a peri-
stomal hemia after surgery (Hampton, 1992). Also, subjects were taught to use the 
controlled breathing pattem and how to decrease the tensing time in order to 
minimize the occurrence ofthe valsalva response during progressive relaxation 
(Herman, 1989). � 
Before the intervention, two teaching sessions, which included one briefing and 
one training session during the postoperative period, were given to subjects in the 
experimental group in order to produce a desirable effect and minimize the attrition 
due to so many teaching sessions (Snyder, 1992). Face-to-face verbal instructions 
were used in the briefing and training session. 
To simplify administration of the practice sessions and to ensure program 
standardization (Lamontagne et al., 1985)，the sequences ofPMRT were recorded on 
audiocassette tape. The audiocassette tape was 20 minutes in length, was delivered in 
the same male voice (the therapist), and contained instructions for systematic tensing 
and relaxation ofmuscle groups and suggestions for general relaxation. The 
following muscle groups were targeted: right hand and arm, left hand and arm, 
forehead,jaw and neck, back and shoulder, thighs and buttocks, right calf, left calf, 
right foot and left foot. Following the same sequence ofthe tape-instruction, a 
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written training manual ofPMRT with photos was provided to subjects in order to 
provide visual illustration to supplement the therapists' demonstration. At the end the 
teaching session, the therapist discussed relaxation training with the patients to 
confirm that they had mastered the technique. As a greater reduction in anxiety and 
tension occurred for patients with home practice and guided tape instruction 
(Hillenberg & Collins, 1982; Larsson & Starrin, 1992), the researcher provided the 
same audiocassette tape to the experimental patients to take home. Subjects were 
recommended to practice at home for at least 2 to 3 times per week, and to record the 
frequency ofhome practice in the log sheet. The log sheet was printed in a calendar 
format. Subjects were instructed to put a mark on the particular date in the log sheet 
ifthey had practiced PMRT. A previous study suggested that follow-up telephone 
calls might help to maintain compliance of practice (Eller, 1999), thus subjects were 
contacted by phone every 2 weeks to monitor the progress of practicing PMRT after � 
discharge. The researcher clarified any concerns arising from the subjects in relation 
to the PMRT through the phone contact. ‘ 
Standard Treatment from the Hospital 
The standard treatment was broadly divided into general and specific care. The 
general care was provided by surgeon and ward nurses, whereas stoma care nurses 
delivered specific care. The general care included the written and verbal information 
on preoperative physical preparation, postoperative physical and wound care until 
patients' discharge, and outpatient follow-up appointment (visited by surgeon) on 4 
to 6 week after discharge. The specific care included the preoperative stoma-siting 
and counselling in relation to the stoma surgery, postoperative teaching and written 
information regarding stoma care and selection ofpouching appliances, and 
outpatient follow-up appointment (visited by stoma nurses) at 4 to 6 week intervals 
in the outpatients stoma care clinics. 
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Instruments 
This study employed four instruments: 1) The Chinese Version ofState-Trait 
Anxiety Inventory (C-STAI); 2) Quality ofLife Index for Colostomy (QoL-
Colostomy); 3) Hong Kong Chinese Version World Health Organization Quality of 
Life Measure-Abbreviated Version (WHO-QoL), and 4) The Medical-Social-
Demographic Assessment (Appendix 4). 
The Chinese Version State-Trait Anxiety Inventory (C-STAI) 
Anxiety was measured using the State-Trait Anxiety Inventory (STAI) in which 
the original version was developed by Spielberger, Gorsuch and Lushene (1970). It 
has been widely used in the psychology research for anxiety because ofthe clinical 
validity and reliability (Spielberger, 1983). The STAI consisted of 40 short � 
affirmative statements divided into 2 distinct constructs: a transitory emotional state 
at a particular moment in time (state-anxiety) and a relatively stable disposition to be 
anxious in which the person normally feel (trait-anxiety) (Spielberger, 1983). The 
items within the STAI reflected experiential, cognitive, and behavioural aspects of 
anxiety. The total score of each construct ranged from 20 to 80 where a higher score 
reflected higher level of anxiety and lower score indicated not anxious. 
For the state-anxiety (A-State) scale, subjects were asked to indicate their feeling 
ofanxiety at that moment using a 4-point likert scale ranging from 1 (not at all) to 4 
(very much so) in the state-anxiety scale. For the trait-anxiety (A-Trait) scale, 
subjects were asked to indicate how they generally feel or experience on specific 
symptoms ofanxiety in a 4-point likert scaled with the ranged from 1 (almost never) 
to 4 (almost always). The internal consistency ofthe original scale was 0.87 and 0.89 
for A-State and A-Trait (Spielberger, 1983). 
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The STAI had previously been translated into Chinese (Tsoi, Ho & Mak，1986), 
and used in the present study. The use of C-STAI has been demonstrated in number 
of previous studies regarding anxiety in Chinese population (Callaghan, Cheung, Yiu 
& Chan，1998; Ip, 1995; Tsoi, Ho & Mak，1986). A subsequent study by Shek (1988) 
found that the alpha coefficients of C-STAI were 0.90 and 0.81 for state-anxiety and 
trait-anxiety. The concurrent validity of the C-STAI was demonstrated by Shek 
(1993) that C-STAI had significant correlations with other measures of psychological 
well being. 
In the present study, the trait-anxiety scale was only used during the baseline 
assessment because the trait-anxiety scale asked about anxiety disposition in terms of 
how satisfied and secured the subjects feel generally, which is relative stable and 
would not change in a short period of time (Spielberger, 1979). A number of 
previous studies demonstrated that there was no difference in the trait-anxiety level � 
of patients between the pre- and post-test (Auerback，1973; Martinez-Urrutia, 1975). 
Even in other study regarding relaxation and anxiety (Arakawa, 1997), trait-anxiety 
scale was not utilized. However, subjects with a higher trait-anxiety experienced 
higher levels of state-anxiety (Visser, 1988). Hence, subjects' trait-anxiety was 
measured as baseline assessment so as to enable researcher to identify any difference 
in the trait-anxiety between two groups. 
• Quality ofLife Instruments 
It is debatable whether a single or multiple instruments should be used in QoL 
research. While a single instrument approach allowed easier data collection and was 
less time consuming in administration (Stenstrup, 1996), multiple instruments 
approach enabled researchers to generate more reliable, comparable, valid and 
sensitive measurements (Padilla & Frank-Stromborg，1997). Multiple instruments 
approach also allowed for a broader conceptualization ofQoL (Dean, 1997). Hence, 
« 
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the present study employed multiple instruments with short version. It was supported 
that the use of short version QoL tools is particularly useful for subjects with 
difficulty completing the long version in clinical setting (WHOQOL group, 1995). 
Quality of Life Index for Colostomy (QoL-Colostomy) 
This instrument comprised 23-items, each with a 10.0 centimeter linear visual 
analogue scale, specifically designed for colostomy patients in 7 domains: physical 
and psychological well-being, body image (colostomy) and social concern, 
diagnosis/treatment response (surgical), nutritional response, and overall QoL 
(Padilla & Grant，1985). Words denoting extremes such as "not at all" or "very much 
so" as response anchors were at each end of the scale. The patient was asked to mark 
an "X" on the line at the place that represents how he or she perceives a specific item. 
The mark was then transposed to a number from 0 to 10.0 using a standard scaled 
centimeter ruler, with 0 indicating the poorest quality of life and 10.0 the best quality � 
oflife. The total score of the 23-items scale ranged from 0 to 230 where a higher 
score reflected better QoL and lower score indicated poorer QoL. 
The internal consistency ranged from 0.71 to 0.90，with only the factor on 
diagnosis and treatment response (nutritional) having an alpha coefficient of 0.48, 
which was poorest (Padilla & Grant, 1985). There were no other studies reported on 
the use and the psychometric properties of this instrument, however, QoL-Colostomy 
is the only disease-specific instrument for stoma patients. This instrument would be 
used in conjunction with WHO-QoL in the present study. 
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Translation process of QoL-Colostomy and judgment-quantification of Content 
Validity Index (CVI) 
To ensure the QoL-Colostomy scale was understood by all subjects, the 
researcher invited 2 bilingual nurses to translate the QoL-Colostomy from English 
into Chinese. In order to maintain semantic equivalence, the back translation 
technique was employed by another 2 bilingual nurses in the manner recommended 
by Brislin (1986). However, a discrepancy was found on several items after back 
translation. It was found that the problem was mainly due to the English competency 
ofthe nurses responsible for back translation. Therefore, another two nurses were 
invited to perform the back translation again. After this, those discrepancies had been 
resolved. 
The content validity was checked by sending the Chinese version ofQoL-
Colostomy to a panel of expert composed of 6 Enterostomal Therapists. Using the � 
quantification ofcontent validity approach, the researcher established the content 
validity index (CVI), which was derived from the rating ofthe content relevance of 
the items on an instrument. Four-point ordinal rating scale was provided for each 
item where point 1 connoted an irrelevant item and point 4 indicated an extremely 
relevant item (Lynn, 1986). CVI was then calculated based on the proportion of 
experts endorsing an item as content valid. The scoring ofCVI ranged from 0.6 to 
1.00 and any item which scored below 0.83 was considered unacceptable and 
needing refinement (Lynn, 1986). The finding ofCVI of23-items ofQoL-Colostomy 
was presented appendix 5. The CVI of each item ranged from 0.83 to 1.00 and the 
CVIofan entire instrument was 0.93. The content validity ofQoL-Colostomy in 
Chinese version was then established. 
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Hong Kong Chinese Version World Health Organization Quality ofLife Measure-
abbreviated version (WHO-QoL) 
This was a health-related generic instrument originating from a 100-item of 
WHO-QoL measure (WHO, 1995). The result from using this instrument was highly 
equivalent across different cultural settings as a standardized methodology was 
employed which specified the anchor points for each of the response scales 
(WHOQOL group, 1995). This methodology ensured that response scale were not 
simply translated from a source language, with all the problems associated with this 
process, but also secured a high degree of scalar equivalence between languages 
(WHOQOL group, 1995). 产 
In regards to the cultural difference in Chinese population, two additional facets 
"eating" and "being respected and accepted" were added in the Hong Kong Chinese 
version (Chan et al., 1997). In order not to burden the subjects in the present study, � 
this study employed the abbreviated version of28-items Hong Kong Chinese Version 
World Health Organization Quality ofLife Measure (WHOQoL-BREF-HK) to 
measure patients' level ofWHO-QoL (Leung et al., 1997). The abbreviated version 
comprised 4 domains: Physical health, Psychological, Social relationships and 
Environment domain (Leung et al., 1997). The questions in WHOQoL-BREF-HK 
were arranged in a series rather than being separated into several sections which was 
different from the global version ofthe WHOQoL-BREF. Another difference was 
that because the linguistic difference between Chinese and Western populations on 
the way to interpret the meaning of sentence (Leung et al., 1997)，questions in 
WHOQOL-BREF-HK were modified to non-leading format to avoid confusion of 
subjects. Subjects were asked to rate their own feeling or perception within the last 
two weeks on a five-point scale from "very good，，to "very poor" or "very much" to 
"not at all" in relation to each of the different items within the last two weeks. The 
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total score of all 28-items ranged from 28 to 140 where higher score reflected better 
QoL and lower score indicated poorer QoL. The Cronbach's alpha ranged from 0.67 
to 0.79，and the test-retest reliability ranged from 0.64 to 0.90 except item 15 
(mobility), which was 0.2 (Leung et al., 1997). 
Medical-Social-Demographic Data 
Demographic data included subjects' gender, age, educational level, marital 
status, religious practice, previous relaxation training, type of stoma (colostomy, 
ileostomy or both) stoma status (temporary or permanent), frequency ofhome 
practice ofPMRT (for experimental group only), the need of,phemotherapy or 
radiotherapy (ifrequired), and participation in psychosocial activities. Psychosocial 
activities referred to regular gatherings, health talk, counselling, referral service and 
recreational activities. Subjects were asked to put a tick on the check box that 
corresponds to the type of psychosocial activity in the assessment form ifthey had � 
participated. 
一 
Data Collection and Randomization 
A list ofstoma patients had been obtained from the stoma nurse specialists in 
the 2 study hospitals. Data were gathered at three points postoperatively: within 1 
week, 011 week 5, and week 10 postoperatively which were subsequently referred to 
as T1, T2, and T3, respectively. These assessment points were selected because a 
number ofstudies showed that the critical period ofdeveloping psychological 
morbidity after stoma surgery was predominant during the first 10 weeks (Thomas et 
al.，1984; Wade, 1990). Subjects were recruited on postoperative day 4 to 6 when 
ambulation had started because by that time, patients had usually progressing 
through recovery with lessened physical discomfort. Ideally, the baseline assessment 
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should be performed preoperatively, however, it was often uncertain to patients 
whether a stoma surgery or bowel resection would be performed. Both surgeon and 
extensiveness of the tumor determined the choice (Bekkers, van Knippenberg, van 
den Bome & vanBergeHenegouwen，1996). Hence, the preoperative assessment was 
omitted with the baseline assessment being performed shortly after surgery. The 
researcher visited those subjects who fitted the inclusion criteria and invited them to 
participate. 
After the baseline measurement, subjects were randomly assigned into either the 
control or experimental group by simple random sampling. T,o ensure an equal 
chance ofthe subjects to be selected into either the control or experimental group, 64 
identical envelopes had been prepared and there were 32 cards indicating the control 
group and 32 cards indicating the experimental group inside these 64 envelopes. 
Subjects were asked to draw from these 64 envelopes in order to determine patients � 
are recruited to either the control or experimental group. 
The control group was provided with the standard treatment by the hospital. The 
experimental group, in addition to the standard treatment, was given two teaching 
sessions ofPMRT, together with the audiocassette tape and written manual before 
discharge. All subjects were also contacted by phone again on week 4 and 9 to 
decide the meeting schedule on week 5 and 10. The researcher performed home visit 




A pilot study was performed on 9 subjects prior to the main study. However, 
one subject dropped out after baseline assessment because of physical deterioration. 
The resultant sample was composed of 4 subjects in each group. The feasibility of 
the study and instruments were tested. Only one subject had a double stoma (both 
fecal and urinary stoma after pelvic exenteration), hence, the researcher decided to 
exclude subjects with urinary stoma in the main study in order to maintain a 
homogenous sample of patients with colorectal stoma. ,. 
For the instruments used in the pilot study, it was noticed that 6 subjects 
responding to question 6 (sexual activities) in the QoL-Colostomy, required further 
explanation and clarification by the researcher. Question 6 asked subjects whether 
the sexual activity sufficient to meet their needs. Therefore, this question was divided � 
into 2 parts in order to provide a clear direction to subjects and improve the patients' 
一 
responses. The first part of question 6 asked subjects whether they have any sexual 
activity in the past 1 month. Subjects were only required to answer either ‘Yes，or 
‘No，in this part. Subjects then proceeded to answer the second part ifthey answered 
‘Yes，in the first part. In the second part, subjects were asked to use a visual analogue 
scale to answer whether the level of sexual activities was adequate to meet their 
n e e d . ‘ 
For the medical-social-demographic assessment such as the type of stoma and 
the need for radiotherapy or chemotherapy, it was found that many participants were 
not certain whether the stoma would be permanent. This question was left until the 
evaluation on week 10. Because by that time, the postoperative adjuvant radiotherapy 
or chemotherapy was usually completed if required, and patients would realize 
whether the subsequent surgery on the closure of colostomy could be performed. 
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Also, two subjects in the experimental group reported that sometimes they had 
missed recording the frequency of practice ofPMRT on the log sheet. A verbal 
instruction was added at the end of the audiocassette tape to remind subjects to make 
a record immediately after practice. The main study commenced following these 
modifications and the calculation of the effect size for sample size determination as 
reported previously in this chapter. 
Method of Data Analysis 
t> 
Data were analyzed using the Statistical Package for the Social Sciences (SPSS) 
for Windows release 9.0. In view of the majority of previous studies demonstrated 
the positive effect ofPMRT, thus one-tailed instead of two-tailed test was employed 
(Anthony, 1999). The level of significance for rejecting the null hypothesis in all � 
analyses in the present study was set at 0.05. 
Descriptive statistics were employed to summarize the demographic 
characteristics of subjects. Chi-square test is a non-parametric test ofstatistical 
significance designed to assess the existence of a relationship between two nominal-
level variables that are cross-tabulated in a contingency table (Polit & Hungler，1995). 
In the present study, chi-square test was used to identify any difference between the 
control and experimental groups in relation to the demographic characteristic such as 
gender, educational level, marital status, stoma status, types ofstoma, the need for 
radiotherapy or chemotherapy, and the participation in any psychosocial activities. 
• The independent samples t-test is a parametric test used to determine the 
significance of the mean difference between two independent groups (Polit & 
Hungler, 1995). In the present study, it was used to compare differences in the mean 
scores ofcontrol and experimental group of subjects with respect to the age, and the 
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pretest score on state-anxiety, trait-anxiety, QoL-Colostomy, and WHO-QoL rating 
on the pre-test measurement. 
Repeated measures analysis of variance (R-ANOVA) is a statistical procedure 
primarily for testing mean differences among three or more groups by comparing the 
variability between-groups and within-groups (Grimm, 1993). However, R-ANOVA 
could also be used to compare the mean of two groups, particularly when two means 
are compared at two or more points in a single analysis (Polit, 1996). In this study, 
R-ANOVA was employed to compare the mean scores of state-anxiety, QoL-
Colostomy and WHO-QoL ratings on baseline, week 5 and 10 in order to draw 
inferences about population means. 
Pearson*s product-moment correlation coefficient is the most widely used test, 
designating the magnitude of relationship between two variables measured on an 
interval scale (Grimm, 1993; Polit & Hungler，1995). Pearson's product-moment � 
correlation coefficient was used to examine the association between frequency of 
PMRT practice and the level of state-anxiety, QoL-Colostomy and WHO-QoL 
scores. 
Reliability analysis using Cronbach's coefficient alpha was used for all of the 
scales of the study with the present sample. Cronbach's alpha had been performed to 
determine the internal consistency of the instruments in order to detect how much the 
items on a scale were measuring the same underlying dimension (Polit, 1996). 
In summary, this chapter described the research methodology that had been used 
in the present study with thejustification according to the related literature. With the 
use ofrandomized controlled trial and repeated measurement of the outcome 
variables over 10 weeks, the main study was commenced. The findings of the main 




This chapter focused on the findings of data analyses used to verify the 
hypotheses described in Chapter 3. An alpha level for rejecting the null hypotheses in 
all analyses in this study was set at 0.05. This chapter begins with the reliability 
analysis of the instruments. Subsequently, any differences on the demographic profile 
of the subjects were identified. The effect ofPMRT on various dependent variables 
was then tested. Lastly, the relationship between the frequenpy ofPMRT and 
dependent variables was also presented. 
Internal Consistency of the Instruments 
、 
In an experimental study, subjects' response to instruments had been expected 
to change over time, therefore, reliability analysis of the instruments would be more 
appropriate to focus on the homogeneity, rather than stability or equivalence (Massey 
& Lubno，1991). Hence, Cronbach's alpha, which detected how items within the 
scale reflect or measure the same tool (Polit & Hungler，1995), had been used to 
determine the internal consistency of the instruments used in this study. The 
individual findings of different instruments on different times were summarized in 
Table 1. 
The coefficient alpha for State-anxiety ranged from 0.78 to 0.90 between 
baseline (T1) and 10* week (T3) ofdata collection. The Cronbach's alpha for 
internal consistency ofTrait-anxiety was 0.76 on T1. The Cronbach's alpha for 
internal consistency of QoL-Colostomy and WHO-QoL ranged from 0.76 to 0.83 and 
0.92 to 0.93 between T1 to T3 respectively. According to Polit (1996), reliability 
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coefficients generally should be at least 0.70. With the Cronbach's alpha of all 
instruments in the present study exceeded 0.76, thus the internal consistency was 
acceptable. 
Table 1 
Reliability Analysis of Instruments Used 
Instrument Time of administration Cronbach's alpha 
Tl ^ 
C-STAI (A-State) T2 0.78 
T3 ^ 
C-STAI (A-Trait) Tl “ 0.76 
“ Tl 0 ^ 
QoL"Colostomy T2 0.76 
T3 ^ 
Tl 092 
WHO-QoL T2 0.93 
T3 ^ � 
Subjects* Characteristics ‘ 
Sixty-three subjects meeting the inclusion criteria were enrolled in the study. 
However, two subjects dropped out after Tl because of postoperative complication 
or physical deterioration. One subject declined further participation after baseline 
assessment because of personal reasons. One subject dropped out after T2 because of 
a need for second operation for closure of colostomy. The resultant sample composed 
of59 subjects. Of the fifty-nine subjects, thirty of them were randomly assigned to 
the control group and twenty-nine were assigned to the experimental group. 
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Demographic Characteristics 
The demographic characteristics of the sample of 59 subjects were presented in 
Table 2. For the gender distribution, the overall frequencies indicated a higher 
percentage of male subjects in the present study. In relation to the age difference, the 
mean age of the control and experimental groups were 56.4 (SD = 13.53) and 60.1 
(SD = 10.91) respectively. The maximum and minimum ages were 75 and 29 for the 
control, and 77 and 32 for the experimental group respectively, t-test did not reveal 
any significant difference in age between the control and experimental groups (t = -
1.18，df= 57, p = 0.24). For the educational level, the overall frequencies indicated 
that the majority of subjects had completed primary education. There was a 
significant difference {y^  = 6.50，p < 0.05) between the experimental and control 
groups for the level of education with the experimental group having a higher 
percentage with informal education and a lower percentage with secondary level � 
education. For the marital status, the overall frequencies showed that the majority of 
subjects in the experimental group were married or unmarried but living with 
partners. There was a significant difference {y^  = 11.47, p < 0.05) between the 
experimental and control groups for the marital status with a lower percentage of 
subjects in the experimental group being either single, widowed, divorced or 
separated. For the religious practice, half of subjects in this study had no religious 
belief,'with a higher percentage of experimental subjects practicing ancestor worship. 
A comparison between the control and experimental subjects of other demographic 
variables did not reveal any statistical significance in relation to subject's gender and 
religious practice (Table 2.). 
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Table 2 
Comparison ofFrequencies ofDemographic Characteristics for Experimental and 
Control Groups 
Control Experimental 
Variables N = 30 N = 29 Chi square 
f ( % ) f(o/o) 
Gender 
Male 20 (67.0%) 20 (69.0%) 0.04^' 
Female 10(33.0%) 9 (31.0%) 
Education Level 
Informal 6 (20.0%) 14 (48.0%) 6.50* 
Primary , 17 (57.0%) 13 (45.0%) 
Secondary 7 (23.0%) 2 (7.0%) 
Marital Status 
Married / Unmarried but living 18 (60.0%) 28 (97.0%) 
with partners 11.47* � 
Unmarried but living alone / 10(34.0%) 1 (3.0%) 
Widowed / Divorced / Separated 
Religious Practice 
No religious belief 17 (57.0%) 12(41.0%) 3.31^' 
Buddhism 2 (6.6%) 1 (3.5%) 
Christian 2 (6.6%) 2 (7.0%) 
Catholic 2 (6.6%) 1 (3.5%) 
Ancestor Worship 7 (23.0%) 13 (45.0%) 
•p < 0:05; NS - Not significant 
For the social characteristics, 54 (92%) subjects had not participated in any 
psychosocial activities. In addition, all subjects in the present study had no previous 
experience with relaxation training. A comparison of social variable between the 
control and experimental subjects using Chi-square test did not reveal any statistical 
significance regarding subject's participation of psychosocial activities. 
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Medical Characteristics 
Table 3 showed the medical characteristics for the control and experimental 
group. For the total 59 subjects, 25 (42%) subjects had permanent ostomies while 34 
(58%) had temporary ostomies. A higher percentage ofileostomy patients were 
found in the experimental group. In regards to the need for radiotherapy or 
chemotherapy, 29 (49%) ofthe total subjects did not receive any radiotherapy or 
chemotherapy. The remaining 30 subjects (51%) either received radiotherapy, 
chemotherapy or both radiotherapy and chemotherapy. A comparison ofmedical 
variables between the control and experimental subjects didjiot reveal any statistical 
significance regarding subject's stoma status, types of stoma, as well as the need of 
radiotherapy or chemotherapy. 
Table 3 � 
Comparison ofFrequencies ofMedical Characteristics for Experimental and Control 
Groups 
Control Experimental 
Variables N = 30 N = 29 Chi square 
f(%) f(%) 
Stoma Status 
Permanent 14 (47.0%) 11 (38.0%) 0.46^' 
Temporary 16 (53.0%) 18 (62.0%) 
Type of Stoma 
End-colostomy 16(53.0%) 10(35.0%) 2.13^' 
Ileostomy 14 (47.0%) 19 (65.0%) 
Need ofRT / Chemotherapy 
Nil 14 (46.0%) 15 (52.0%) 
RT or Chemotherapy 13 (43.0%) 13 (45.0%) 1.02^' 
RT plus Chemotherapy 3 (10.0%) 1 (3.0%) 
• p < 0.05, NS - Not Significant 
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Baseline Assessment of State-Anxiety, Trait-Anxiety, 
QoL-Colostomy and WHO-QoL Scores 
The baseline assessment ofthe state-anxiety, trait-anxiety, QoL-Colostomy, and 
WHO-QoL ofthe 59 subjects were presented in Table 4. The mean score for the 
baseline state-anxiety (a transitory emotional state) of the control group was 51.03 
(SD = 10.96) and for the experimental group was 54.65 (SD = 2.57). The mean score 
on the trait-anxiety (predisposition to be anxious) was 39.70 (SD = 5.03) for control 
group and 40.86 (SD = 3.11) for experimental group. The mean scores on the 
baseline QoL-Colostomy in the control and experimental groups were 97.12 (SD = 
27.45) and 99.29 (SD = 19.56) respectively. The mean score on the baseline WHO-
QoL in the control and experimental groups were 77.10 (SD = 18.10) and 75.65 (SD 
=3.93) respectively. However, t-tests did not reveal any statistically significant � 
difference between experimental and control group in their baseline assessment of 
state-anxiety, trait-anxiety, QoL-Colostomy, and WHO-Q6L scores. 
Table 4 
Statistical Difference Between Control and Experimental Group for Baseline 
Assessment ofDependent Variables 
Control Experimental 
Variables ^ [ 
Mean SD Mean SD 
State-anxiety SYm 1 ^ 54：^ B ? ~ ~ 5 7 ~ ~ T 7 3 ^ 
Trait-anxiety 39.70 5.03 40.86 3.11 57 -1.06^' 
QoL-Colostomy 97.12 27.24 99.29 19.56 57 -0.35^' 
WHO-QoL 77.10 18.10 75.65 3.93 57 0.42^' 
• p < 0.05, NS - Not Significant 
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Effect of PMRT on State-Anxiety and Quality of Life 
Effect ofPMRT on the State-Anxiety 
Mean scores for the state-anxiety in the control group on Tl , T2 and T3 were 
51.03 (SD = 10.96)，44.26 (SD = 5.97) and 42.83 (SD = 4.24) respectively. Mean 
scores in the experimental group were 54.65 (SD = 2.57) on Tl , 40.79 (SD = 2.28) 
on T2, and 31.27 (SD = 3.11) on T3 (Figure 1). 
Figure 1. Mean scores of the state-anxiety in each group over 10 weeks 
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The baseline state-anxiety scores in both groups decreased on posttest. R-
ANOVA was used to examine differences in the effectiveness ofPMRT with respect 
to subject's self-reported state-anxiety levels. R-ANOVA indicated that there was a 
significant difference in the state-anxiety over 10 weeks between the two groups [F 
(1’ 57) = 8.99, p < 0.05]. The experimental group of subjects reported a significantly 
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lower State-anxiety level than the control group over 10 weeks. In addition, a 
significant time effect was observed, with the scores decreased over 10 weeks for 
subjects in both groups [F (2，56) = 210.24，p < 0.05]. There was also a significant 
interaction effect [F (2, 56) = 81.57，p < 0.05] indicating that there was a significant 
improvement in the level of anxiety for the experimental group at different points in 
time. That is a significantly lower level of anxiety for the experimental group was 
achieved at a faster rate than for the control group. 
Effect ofPMRT on the QoL-Colostomy 
Mean scores for the QoL-Colostomy in the control group on T1, T2 and T3 
were 97.11 (SD = 27.24), 108.07 (SD = 14.36) and 110.31 (SD = 15.22). For the 
experimental group, the mean scores on T1, T2 and T3 were 99.29 (SD = 19.56)， 
108.63 (SD = 17.75) and 129.37 (SD = 14.06) respectively (Figure 2). 
% 
Figure 2. Mean scores of QoL-Colostomy in each group over 10 weeks 
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Repeated measures ANOVA was used to determine the effect of PMRT on 
QoL-Colostomy scores over 10 weeks. Although the experimental group reported a 
higher rating of QoL-Colostomy on T3, there was no significant difference between 
the control and experimental groups [F (1, 57) = 2.63, p = 0.11]. However, a 
significant time effect was observed, with the scores increased over 10 weeks for 
subjects in both groups [F (2，56) = 35.96，p < 0.05]. There was also a significant 
interaction effect [F (2, 56) = 21.83, p < 0.05] indicating that there was a significant 
improvement in the QoL-Colostomy rating for the experimental group at different 
points in time. That is a significantly higher rating in QoL-Colostomy for the 
experimental group was achieved at a faster rate than for the control group. 
Based on the observable change for QoL-Colostomy on 10 weeks, independent 
t-tests were conducted to assess pre- to posttest mean differences in QoL-Colostomy 
rating. In order to protect from error likely to arise from multiple statistical testing, � 
Bonferroni inequality was adopted and the significance was set at 0.025 (Anthony, 
1999; Portney & Watkins，2000). Results were significanfonly on T3 (t = -4.99, p = 
0.001). To determine the probability that a type II error was committed in a 
nonsignificant finding (Portney & Watkins，2000), the researcher performed power 
analysis on QoL-Colostomy. The power analysis for this result was 0.36，indicating a 
64% chance of committing a type II error - falsely accepting the null hypotheses. 
Null hypothesis 2 was cautiously not rejected. 
Effect ofPMRT on the QoL-Colostomy Domains 
The mean scores on individual domains within the QoL-Colostomy were 
analyzed and these findings were summarized in Table 5. There were statistically 
significant differences between the two groups in relation to the domains ofphysical 
(F = 7.12, p < 0.05), psychological (F = 4.21, p < 0.05)，social concern (F = 4.50, p < 
0.05), and general QoL (Item 15 and 18) (F = 9.29, p < 0.05). However, there were 
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no significant differences with respect to the body image (Colostomy) as well as the 
diagnosis and treatment (both surgical and nutrition) domains between the control 
and experimental group. 
Table 5 
Statistical Difference Between Control and Experimental Group for QoL-Colostomy 
Domains 
QoL-Colostomy Control Experimental 
Domains Time Mean SD Mean SD F ( l , 5 7 ) 
T l ~ ~ 2 9：4 7 ~ ~ 0 5 " " " J U 4 ~ ~ 5：^ 
Physical T2 32.60 7.90 36.49 4.44 7.12* 
T3 34.49 7.31 41.65 8.28 
Tl~~~!5：^~~Ys^~~yf33~~9：^ 
Psychological T2 42.10 10.11 43.23 5.01 4.21* 
T3 43.54 8.11 54.05 4.48 
T l~~R32~~ 4：04 f ^ ~ " L 2 8 � 
Social Concern T2 16.21 3.54 13.48 2.27 4.50* 
T3 16.28 3.18 15.23 2.21 
T l ~ ~ 2 0 6 3 ~ ~ 7 l 9 i 9 ? ^ ~ ~ 7 m 
Body Image T2 21.97 5.38 21.13 6.66 0.79^' 
(Colostomy) T3 21.98 4.79 27.17 2.90 
T l ~ ~ T J J 1 ~ ~ 7 7 0 Tf7n~~2J9 
Diagnosis / Treatment T2 29.02 7.14 30.84 3.20 2.97^^ 
(Surgical) T3 29.38 7.07 34.58 6.94 
T l ~ ~ 2 r 7 I ~ ~ 5 J 5 ~ ~ " 2 4： ^ ~ ~ U 2 
Diagnosis / Treatment T2 26.31 3.31 25.61 3.55 2.81^^ 
O^utrition) T3 25.71 3.04 29.23 3.23 
Tl T4l ^ 08~~2：29 
General QoL T2 9.12 2.99 10.29 1.25 9.29* 
( I&ml5&18) T3 9.67 2.64 12.82 1.04 
• p < 0.05, NS - Not Significant 
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Effect ofPMRT on the WHO-QoL 
For the WHO-QoL, the mean score in the control and experimental groups were 
77.10 (SD = 18.10) and 75.65 (SD = 3.93) respectively on T1, 82.23 (SD = 9.52) and 
95.27 (SD = 4.18) respectively on T2, and 85.13 (SD = 5.82) and 104.10 (SD = 5.41) 
respectively on T3 (Figure 3.). 
Figure 3. Mean scores ofWHO-QoL in each group over 10 weeks 
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Repeated measures ANOVA was employed to examine the effect ofPMRT on 
the WHO-QoL over 10 weeks. There was a significant difference between the 
control and experimental groups [F (1，57) = 26.52, p < 0.05]. The experimental 
group of subjects reported significantly higher WHO-QoL ratings than the control 
group over 10 weeks. Also, a significant time effect was observed, with the scores 
decreased over 10 weeks for subjects in both groups [F (2，56) = 97.63, p < 0.05]. 
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There was also a significant interaction effect [F (2, 56) = 29.69, p < 0.05] indicating 
that there was a significant improvement in the WHO-QoL score for the 
experimental group at different points in time. That is a significantly higher WHO-
QoL rating for the experimental group was achieved at a faster rate than for the 
control group. 
Effect ofPMRT on the WHO-QoL Domains 
The individual domain scores within the WHO-QoL were further analyzed and 
presented in Table 6. There were significant differences in regards to all domains 
within the WHO-QoL scale. The experimental group of subjects reported 
significantly higher WHO-QoL ratings (both the overall and individual domain 
scores) than the control group of subjects over 10 weeks. However, it was noticed 




Statistical Difference Between Control and Experimental Group for WHO-QoL 
Domains 
Control Experimental 
WHO-QoL Domains Time Mean SD M ^ ~ ~ S ^ F (1,57) 
T l ~ ~ v j J o ~ ~ 0 3 B 7 n ~ ~ r 7 5 
Physical Health T2 20.86 1.75 24.96 1.32 37.90* 
T3 22.60 2.14 26.58 1.45 
T l ~ ~ 2 0 ^ 6 ^ Y ^ ~ ~ H 3 
Psychological T2 22.23 2.83 25.62 1.39 15.70* 
T3 23.26 2.66 30.27 2.67 
T l ~ ~ f M 6 2 ^ FTOO~~0?^ 
Social Relationship T2 9.64 1.56 10.55 0.50 9.95* 
T3 9.47 1.43 10.37 0.49 
Tl""^2426~~4：^~~24：^~~L92 
Environmental T2 23.36 3.05 26.62 1.74 18.24* � 
T3 24.23 2.67 29.37 1.44 
T l ~ ~ 4 3 6 r ^ ^ r 7 4 
General QoL T2 4.96 0.66 7.51 0.98 50.66* 
W u e s t i o n s l & D T3 5.56 0.50 7.48 1.12 
* p < 0 . 0 5 “ 
The Frequency ofPracticing PMRT 
For the experimental group, the PMRT was carried out with a training frequency 
that was lower than planned by 2 to 3 times per week. The mean frequencies of 
practicing PMRT in the experimental group were 9.24 (SD = 1.12) in the period from 
week 1 to 5，and 7.51 (SD = 2.26) from week 6 tolO. The overall mean frequency of 
practicing PMRT within 10 weeks was 16.75 (SD = 2.84), while minimum frequency 
7 2 
was 11 and maximum was 20 (Table 7). Subjects in the present study practiced with 




Duration Minimum Maximum Mean SD 
~~1-5 Week 7 0 ^ M 2 
6 to 10 week 4 11 7.51 2.26 
Total 10 week 11 20 16.75 2.84 
1« 
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Relationship between the Frequency ofPMRT and Dependent Variables 
Table 8 summarized the correlations between the frequency ofPMRT and 
different dependent variables in the present study. For the correlation between the 
、 
frequency ofPMRT and the state-anxiety, Pearson's product-moment correlation 
coefficient showed a significant strong negative correlation on week 10 (r = -0.62，p 
< 0.01) and a moderate negative correlation over 10 weeks (r = -0.49; p < 0.01). This 




Pearson's Correlation Between the Frequency ofPMRT and Dependent Variables 
" " \ ^ i m e Frequency ofPMRT 
Variable?""^\^^^^^^ Week5 Week 10 ~~Overall M e a n ~ 
State-anxiety -0 .2r^ -0.62** -0.49** 
QoL-Colostomy -0.31* 0.02^^ -0.12^^ 
WHO-QoL 0.59** 0.88** 0.76** 
• •p<0 .01 ; • p < 0 . 0 5 ; N S - N o t Significant .. 
r 
For the correlation between the frequency ofPMRT and the QoL-Colostomy, 
Pearson's correlation coefficient showed only a weak but significant negative 
correlation on week 5 (r = 0.31，p < 0.05), but it was not significant neither on w e e k � 
10 nor total 10 weeks. For the WHO-QoL, PMRT had a correlation with the WHO-
QoL score as there was a significant moderate positive correlation from 1 to 5 weeks 
(r = 0.59, p < 0.01)，and strong positive correlation from 6 to 10 weeks (r = 0.88’ p < 
0.01) and total 10 weeks (r = 0.76，p < 0.01). These results indicated that subjects 
who had practiced PMRT more frequently reported a higher rating in the WHO-QoL. 
'In summary, this chapter concluded that PMRT had a beneficial effect in 
reducing the state-anxiety and promoting the WHO-QoL scores in patients over 10 
weeks after stoma surgery. In relation to the within-subject factors, a significant time 
and interaction effects existed within group in all three dependent variables, i.e. 
anxiety, QoL-Colostomy and WHO-QoL ratings. However, the effect ofPMRT on 
the QoL-Colostomy was not supported. In addition, the social domain rating in 
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WHO-QoL scale reduced in both groups over 10 weeks. The beneficial effect was 
further supported by the significant correlation between the frequency of practicing 
PMRT and the two outcomes of state-anxiety and WHO-QoL. The possible 
explanation and a comparison of these fmding with previous literature will be 






DISCUSSION AND CONCLUSION 
The primary aim of this study was to determine if PMRT had effect on reducing 
anxiety and promoting the quality of life of patients after stoma surgery. As indicated 
by the results, PMRT was successful in reducing the state-anxiety and promoting 
WHO-QoL rating for this group of patients. However, it did not increase the QoL-
Colostomy score significantly. In this chapter, a discussion of these findings in 
relation to subjects' characteristics, the effect ofPMRT on anxiety and QoL changes 
will be addressed, and followed by the limitations of the study. Finally, 
recommendations and implications for future study will be highlighted. 
Discussion � 
This is the first study in the research literature demonstrating that relaxation is 
beneficial in reducing the anxiety for patients after stoma surgery. In addition, with 
only a few previous studies had examined the effect ofPMRT on the quality oflife 
change (Eller, 1999; Walker et al., 1999). Not only has the present study 
strengthened this aspect in research literature, but the findings also support the 
importance ofPMRT in reducing the anxiety and promoting the quality oflife of 
cancer patients after stoma surgery. These findings concur with previous studies of 
relaxation in other groups of cancer patients (Baider et al., 1994; Bindemann et al., 
.1991;Holland et al., 1991;Walker et al., 1999). 
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Subjects' Characteristics 
In relation to subjects' characteristics, the present study found between group 
differences exist in relation to the educational level and marital status. Primarily, it 
might be possible to adjust these scores statistically by using analysis of covariance 
(ANCOVA). However, Pedhazur (1997) cautions regarding the use ofANCOVA for 
the purpose of adjustment or equating groups as such a procedure may remove some 
or all of the effect of the variable being studied and may intensify the differences on 
other variables. According to Portney and Watkins (2000), ANCOVA is correctly 
used in situations when experimental control of relevant variables is not possible and 
II 
when these factors are identified and measured at the outset. As it was identified in 
/r 
Chapter 2, these factors were gender, stoma status and need of radiotherapy or 
chemotherapy, but none of these variables indicated a significant difference between 
two groups. 
% 
In regards to the attrition rate, 4 participants (6.3%) dropped out from the 
present study. Participant's attrition was mainly due to postoperative complications 
(n = 2) and closure of colostomy (n = 1). The remaining subject (n = 1) showed a 
conflict of interest regarding PMRT. This attrition rate is quite low as compared with 
a previous study reported by Baider et al. (1994) of 70% drop-out over 6 weeks. 
Regular phone contact with participants after discharge may have contributed to the 
low attrition rate. 
Effect ofPMRT on Anxiety Level 
For the baseline assessment of anxiety level, the present study did not reveal 
any statistically significant difference between the experimental and control groups 
for the baseline variables of state-anxiety or trait-anxiety. The level ofanxiety in the 
sample ofthe current study was higher than those reported for other studies: patients 
receiving chemotherapy (Arakawa, 1997)，and those with newly diagnosed 
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malignancy (Bindemann et al., 1991). This finding provided a general agreement 
with other study that the anxiety and emotional reactions associated with surgery are 
higher when compared to other therapeutic or invasive procedures (Visser，1988). 
A reduction in state-anxiety following PMRT is consistent with previous 
findings (Arakawa, 1997; Bindemann et al., 1991), but conflicts with Walker et al.'s 
(1999) results. Although the findings from Arakawa were based on the anxiety 
changes over 72 hours, a reduction of anxiety scores over a longer time is similar to 
Bindemann et al.'s findings over 6 to 12 weeks, and Burish and Jenkins's (1992) 
study over 10 weeks. In the present study, the anxiety scores in the experimental 
I* 
group decreased 25% over 5 weeks and 43% over 10 weeks, while in the control 
group scores decreased only 19% and 22% respectively. These findings suggest that 
the anxiety level of the control group becomes static after 5 weeks. This also 
contributes a stronger argument from the present study for the introduction of 
、 
relaxation to patients after stoma surgery as a coping strategy to reduce the stress and 
anxiety associated with the consequence of cancer treatment. 
For the time and interaction effect within group, there was a significant 
difference in this study, and this finding is consistent with the study by Walker et al's 
(1999). This can be explained that, in general, the anxiety level ofsubjects is 
decreasing over times since surgery. In addition, the interaction effect could be due 
to the change of environment of subject as subjects were staying in hospital in T1, 
but at home on T2 and T3. This problem is hard to control in RCTs as the subjects， 
response can be easily influenced by the external environment (Walker et al., 1999). 
This issue also applies to other dependent variables such as the QoL-Colostomy and 
WHO-QoL ratings because the change of environment also implies a change of the 
physical-psychosocial wellbeing of a person, in which directly affects subjects， 
response to QoL (Molassiotis, 1997). 
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The present study showed that the effect size for anxiety was large, whereas 
other studies with less rigorous experimental designs showed a medium effect 
(Devine & Westlake，1995; Hyman et al., 1989). It cannot be excluded in this study 
that the difference in effect size from past literature may be due to the phone call and 
attention given to the participants. The possible explanation, however, is that this 
study employed sample size of30 instead of20 subjects per group to balance the 
considerable high attrition rate in past longitudinal studies (Baider et al., 1994; 
Bindemann et al., 1991; Trijsberg et al., 1992). In the same way, the increased 
sample size may have contributed to the enhanced power of the study, thus 
1» 
increasing the effect size (Cohen, 1988). Moreover, Beck (1994) suggested various 
� 
measures to enhance the power of a study. These include ensuring the experimental 
and control groups are basically different, using reliable and valid measures, 
appropriate time in administering the measures, and homogeneity of the subjects 
、 
(Beck, 1994). All these measures had been taken into account for this study. 
However, ‘ 
Effect ofPMRT in Quality ofLife 
In relation to the effect ofPMRT on the QoL-Colostomy, this issue has not 
been studied in past research and the present finding did not reveal any significant 
difference between two groups over time using R-ANOVA. However, independent t-
tests showed that there was a significant difference between the two groups on T3. It 
might be possible to suggest that QoL-Colostomy may take 10 weeks or even longer 
to change. Yet, the significant finding of QoL-Colostomy using t-test should be 
cautiously interpreted. The main reason is that using t-test in multiple comparisons 
may increase the chance of a Type I error (Polit, 1996). The more statistical tests 
performed, the more likely it is that some will be significant, simply by chance 
(Grimm, 1993). Especially, this is an important agenda in the study with repeated 
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measure analysis (Grimm, 1993; Polit, 1996). Therefore, to facilitate interpretation of 
this finding, the researcher performed the power analysis accordingly. In general, 
power analysis is an index to determine the Type II error, which refers to how wrong 
the null hypothesis is (Polit, 1996). Thus, the higher the value ofeffect size, the 
greater is the power of the test. In an ANOVA context, Cohen's conventional values 
for small, medium, and large effects correspond to values of eta^ of0.01, 0.06, and 
0.14 respectively (Polit, 1996). 
In the present study, the eta^ for post-test QoL-Colostomy scores was 0.04; a 
small to medium difference. As compared to other dependent variables, the eta^ for 
1» 
post-test state-anxiety level was 0.14; a large difference. The eta� for post-test WHO-
QoL scores was 0.32; also a very large difference. The power of the study for each of 
the hypotheses was 0.36 for QoL-Colostomy, 0.84 for state-anxiety, and 0.99 for 
WHO-QoL respectively. The power for anxiety and WHO-QoL are acceptable given 
that the power proposed in research of this nature is 0.80 (Cohen, 1992). 
Given the small sample size, the small to medium effect ofPMRT for the QoL-
Colostomy scale, might be due to the likelihood of small effect sizes in new areas of 
research inquiry (Cohen, 1988). The small to medium effect size found for the QoL-
Colostomy scale indicates the low power of the study with the small sample size 
being insufficient detect changes thus committing a Type II error. The power of the 
study could be improved by replicating the study using a large sample. 
On the other hand, QoL-Colostomy is a disease-specific instrument (Padilla & 
Grant，1985). To a certain extent, it measures and reflects the functional well being 
ofan individual with ostomy. Analysis of the QoL-Colostomy sub-scales also found 
that the non-significant findings belong to the domains ofbody image (Colostomy) 
as well as the diagnosis and treatment (both surgical and nutritional aspects). These 
domains are heavily related to the treatment consequences. For instance, the presence 
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ofcolostomy is an inevitable outcome of the stoma surgery. The change in body 
image directly affects the functional ability of the individual. Likewise, PMRT is 
unlikely to reverse the functional disability caused by the surgery or the disease 
process itself. From the theoretical perspective, the present study has acknowledged 
that QoL is a state ofmind, not a state ofhealth (Gill & Feinstein，1994). Therefore, 
using functional status to detect the QoL changes should be cautiously interpreted in 
order to generate a meaningful and comparable result (Lydick & Epstein，1993). In 
the present study, there was a significant increase in regards to the ratings on 
physical, psychological, social concern, and general QoL domains. These changes 
are comparable to the findings in the WHO-QoL sub-scales. Although, it cannot be 
excluded that these results may be at high risk of committing a Type II error due to 
the low power, the changes on these domains are comparable to the findings in the 
WHO-QoL sub-scales. Also, the results from the present study found that QoL- � 
Colostomy may not provide adequate information regarding the poor performance of 
QoL-Colostomy. This implies that using a single QoL instrument solely as the 
outcome indicator may not be sensitive enough to detect QoL change. Using 
multiple-instruments approach is again sanctioned to enable researchers in generating 
more reliable, comparable, valid and sensitive measurements (Padilla & Frank-
Stromborg, 1997). 
‘ In relation to the WHO-QoL scores, both groups had an increased overall rating 
and higher levels in the individual domains within the WHO-QoL scale, but the 
mean scores for the social relationship domain had decreased in both groups over 10 
.weeks. This finding is congruent with previous literature regarding the adverse social 
impact ofpeople with ostomies (Bekkers et al., 1995; Sprangers et al., 1995). 
A reduction in the social relationship domain can be explained by the following 
reasons. Firstly, as patients were still receiving medical care during hospitalization 
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during Tl，the environment maintaining patients' social interaction was primarily 
confined to the hospital. Apart from family support, the source of social support was 
mainly from medical and nursing staff. Therefore, a higher rating at Tl might have 
occurred. 
Secondly, the social relationship domain examines how much a person feels the 
commitment, approval and availability of practical assistance from family and 
friends (Leung et al., 1997). It is very common that friends and relatives would visit 
patients more frequently while patients were still in hospital and especially if they 
were diagnosed with a major illness. More attention may be given from friends and 
1» 
other family members. However, by 5 weeks and 10 weeks, patients had returned 
home where they could not depend on hospital staff. In addition, it is after a few 
weeks that patients might start to experience those problems associated with the 
stoma, such as pouch leakage, odour (Hampton, 1992) and sexual dysfunction � 
(Sprangers et al., 1995). As such, sexual activity was identified as one ofthe 
important facet within the social relationship domain (Leung et al., 1997). These 
types ofproblems would prevent patients from leaving home, resuming previous 
social activities and other leisure pursuits. All these factors might contribute to a 
reduction in social function and possibility of social isolation. 
In regards to PMRT and WHO-QoL, the experimental subjects reported 
significantly higher overall levels as well as higher levels for the domains within the 
WHO-QoL scale. These findings are in line with Walker et al.'s (1999) and Eller's 
(1999) findings of Global QoL score. Before the following discussion, it is important 
to keep the point in mind that the comparison with these studies should be interpreted 
cautiously as PMRT was combined with guided imagery in Walker et al.'s study. 
Furthermore the use ofPMRT as an independent intervention in the study by Eller 
(1999), was for patients with HIV. 
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Eller (1999) further divided the subjects into high and low-PMRT user using a 
median of28 times as the cut-off point over 6 weeks. High-PMRT users were found 
to have 16.7% improvement in total QoL, 2.7% improvement in physiological 
domain, and 22.9% improvement in psychosocial domain. Low-PMRT users had 
1.7% improvement in total QoL and 16.0% improvement in psychosocial domain. 
The present study correspondingly compared the WHO-QoL ratings of the 
experimental group on week 5 which is similar to the assessment point in Eller's 
study. The participants had performed PMRT a maximum of 11 times over this 
period, thus all participants fall into the group oflow-PMRT users. The findings for 
M 
these low-PMRT subjects showed that there was 20.6% improvement in total QoL, 
37.0% in physical and 27.1% in psychological domains. These findings are 
comparable to the high-PMRT users in Eller's study. Whilst the improvement in QoL 
domains did not achieve a statistically significant difference in Eller's study, the � 
improvement in these domains' scores was statistically significant in the present 
study. ‘ 
It might be argued that it is difficult for the present study to make a comparison 
with Eller's study ofHIV patients because differences exist in terms ofthe sequel of 
the illness between patients with HIV and ostomies. However, some similarities are 
also present. Firstly, both Eller and the researcher in the present study share the view 
that QoL provides a holistic outcome variable to assess the impact ofchronic disease 
and oftherapies and goes beyond the typical objective measures such as disease 
progression or patient survival. Secondly, whether patients have HIV or colorectal 
.cancer they are both subjected to multiple physiological, psychosocial and spiritual 
stressors, all ofwhich can impact the quality oftheir lives. Lastly, not only the 
present study, but a number of studies also compared HIV patients with other long-
term chronic diseases or matched groups with other chronic medical conditions (Wu 
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et al., 1991; Wachtel, Piette, Mor, Stein, Fleishman & Carpenter，1992). In regards to 
the limitation of QoL investigation in relaxation research literature, this section 
attempted to make tentative, but meaningful comparisons with available literature. In 
addition to supporting the short-term effect ofPMRT in Eller's study, the present 
findings also demonstrate the long-term effect ofPMRT over 10 weeks. 
The frequency ofPMRT was at a mean of l .67 times per week in this study. 
This finding is considerably less than the planned 2 to 3 times per week in the 
present study, and much less than reported in other studies (Larsson & Starrin, 1992; 
Lerman et al, 1990; Walker et al., 1999). It is interesting to note that there was a 
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significant but weak negative correlation between the frequency ofPMRT and QoL-
Colostomy score. It is possible to explain that the effect size was small according to 
the power analysis, thus the power is low which might not give an accurate Pearson's 
correlation findings based on the current sample size. In spite of this, the frequency 
ofPMRT was still significantly and positively correlated with anxiety and WHO-
QoL ratings. Thus the issue of compliance arises in the present study. 
It has long been recognized that maintaining participants' compliance with the 
intervention is laborious (Fetter et al., 1989). Larsson and Starrin (1992) reported that 
participants were advised to practice at least 4 times per week but participants 
practiced only 3.3 sessions per week, with 87% of participants practicing at least two 
times per week. Similarly, in another study 89% ofparticipants complied with PMRT 
practice at least once a day as instructed (Lerman et al., 1990). In the study by 
Walker et al. (1999)，although 77% of participants practiced at least once every other 
day, only 48% at least daily, throughout the study period of 18 weeks. 
A number ofapproaches to promoting and maintaining the frequency and 
compliance ofPMRT have been raised. Although Eller (1999) believed that a 
telephone reminder might help to maintain participants' compliance, the present 
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Study still found difficulty in maintaining the frequency of practicing PMRT as 
instructed despite the follow-up telephone call and verbal reminder from the 
audiocassette tape. Higher frequency of practice has not conclusively been shown to 
contribute to a better adjustment. Indeed some adverse effects have been noted when 
PMRT is used excessively (Sims, 1987). Whilst the present fmding demonstrated that 
even low-frequency users had some beneficial effects, further investigation on 
frequency of use of PMRT to determine the effects according to usage is 
consequential. 
This study used an audiocassette-relaxation tape for participants to practice at 
i< 
home. While Eller (1999) commented that listening to an audiocassette tape does not 
necessarily constitute practice ofPMRT, other researcher supplemented that even 
though patients had listened the tape and practiced, some patients might perform 
some parts of PMRT only (Arakawa, 1997). The present study did not intend to � 
investigate this issue primarily. Most important, however, was the finding that a 
reduction in psychological distress was maintained throQghout the study period. Also, 
the present study supported that using face-to-face instruction together with an 
audiocassette tape with same therapist's voice for guidance and practice in achieving 
more rewarding effect of intervention. It is anticipated that with a careful 
consideration ofthese problems encountered in the present study, it might help to 
generate a possible explanation in future research. 
Limitations 
Several limitations should be considered when interpreting the results ofthe 
present study. This study employed a selected sample ofstoma patients in Hong 
Kong. They were all recruited by convenience sampling thus the findings can be 
t 
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generalized only to the specific sample of Chinese patients after stoma surgery. 
Although it would have been preferable to obtain the sample by random sampling, 
this option was not feasible in this study because of the limited accessible numbers 
from the target population in the study hospitals. 
The heterogeneity of the sample in several areas limited the conclusion of the 
study as is not possible to control: the type of colorectal cancer, disease stages, 
socioeconomic status, the number, type and dosage of radiotherapy and 
chemotherapy agent. Despite the effort made to maintain the homogeneity between 
control and experimental groups, it can be noticed that subject differences still 
It 
existed in relation to the educational level and marital status. In order to preserve the 
effect the variable being studied, a statistical adjustment to control these covariates 
was not appeared to be an optimal method in reporting the data (Pedhazur, 1997). 
Hence, the generalizability of finding would be affected. 
% 
Furthermore, as there was only one researcher conducting the entire study, the 
potential for investigator bias in a non-blind design cannot be denied. Also, in this 
study, a large effect on anxiety was shown as compared with previous studies. 
Participants were aware that they were taking part in a randomized controlled trial 
that involved random assignment into either the control or experimental group. 
Christensen (1991) argued that if the participants are aware about which group they 
are,being assigned, it might affect the validity of data obtained, in which the 
Hawthome effect might result (Grey, 1994). It is also an unavoidable ethical 
requirement that subjects are informed that they are being asked to participate in an 
RCT. 
Attributing beneficial effects to relaxation training solely on the strength ofthe 
data from the current study would be premature. One reason is that no data are 
available on whether participants had tried on their own to apply strategies other than 
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PMRT or to participate other psychosocial activities that were not covered in the 
present study. Other factors that may have influenced the outcomes, such as the 
social support and patient's coping skills, were not examined. Therefore, it is not 
known whether the training may have exerted its effect merely as a diversion or as 
welcome evidence to patients that their psychosocial needs were being 
acknowledged. 
While greater control of the environment in this study would have been 
beneficial, the use of subjects from 2 different hospitals meant that the training 
environment would not be identical. In addition, the postoperative condition varied 
it 
for different patients, sometimes the training was given at the bedside in a ward 
instead of a single, quiet room. Furthermore, postoperative condition might affect the 
training time required for different patients. 
The subject's compliance with PMRT was purely based on self-reports on the � 
log sheet, therefore, the accuracy of data relied heavily on the subjects' commitment 
to the study. Also, it was not known whether the participants had practiced the entire 
or only some parts ofPMRT during the home practice. On the other hand, this is the 
essence in QoL research as QoL assessment should be primarily grounded on self-
reported data (Aaronson et al., 1993; WHOQOL group, 1995). In order to maintain 
the participants' compliance at home (Eller, 1999)，the researcher might need to 
contact patients by phone every 2 weeks to monitor the progress of practicing PMRT 
after discharge. In proposing such an approach, consideration would be needed on 
the effect ofphone contact from the researcher as it may also serve as an intervention 
.because it might be perceived as a means of indirect social support or increased 
medical attention to some patients. Thus, it might affect participants' responses on 
subsequent evaluation. For the timing of evaluation, not all participants could be 
visited on week 5 and 10 strictly because some participants were not in Hong Kong 
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for other reasons. As a result, an elapsed period of 1 week for evaluation was 
admitted. 
For the questionnaire used in the study, it was sometimes administered as an 
interview because some patients were in a weak physical state and some patients 
expressed a strong desire for an interview. This problem was also reported in other 
literature (Aaronson et al., 1993). For the Chinese version of QoL-Colostomy, the 
items that were difficult to answer had been modified and divided into additional 
items. Further studies to confirm the reliability and validity of this modification of 
the instrument are needed. 
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For the statistical analysis in the present study, it might argued that Analysis of 
Covariance (ANCOVA) would be more preferable to R-ANOVA (Grimm, 1993). 
ANCOVA would increase the power of the analysis by enhancing the groups' 
comparability with respect to the chosen covariates and removing the variability 
attributable to the covariates from the error term (Polit, 1996), thereby reducing the 
risk o f a Type II error. Polit (1996) further suggests to consult the research literature 
for factors that have influenced the dependent variables, and to use these as 
covariates. According to the past literature, the 3 major covariates included subject's 
gender (Sprangers et al., 1995; Thomas et al., 1984), stoma status (Bekkers et al., 
1995; Pieper et al., 1996; Williams & Johnston，1983) and the need ofradiotherapy 
or chemotherapy (Arakawa, 1995; Burish & Tope，1992; Devine & Westlake，1995; 
Hyman et al., 1989). Consequently, ANCOVA should be used only ifthere is any 
statistically significant difference in subjects' gender, stoma status and the need of 
radiotherapy or chemotherapy between two groups. However no significant 
differences were found for these variables in the present study. 
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Recommendations and Implications for Future Studies 
Quality ofLife Research 
From the methodological perspective, it has been advocated that nurses in 
clinical practice or nurse researchers design interventions for symptom management 
and manipulation of the components of QoL found to be dysfunctional (King et al., 
1997; Molassiotis, 1997). This study directly addressed this issue by introducing 
PMRT to stoma patients in order to facilitate their psychosocial adjustment with a 
holistic view of a person's health and quality oflife. Future studies are needed on 
I* 
other patient groups with highly stressful situations as this issue has been identified 
as one of the five priority areas in QoL research (WHOQOL group, 1995). 
QoL is perceived uniquely and personally by individuals and is not a static 
concept (King et al., 1997). Instead, QoL changes over time, and is influenced not � 
only by disease, but also by interpersonal, family, social, cultural, and work 
relationship (King et al., 1997). Therefore, a routine baseline assessment ofQoL is 
recommended as a reference point for future QoL outcome measures. The evaluation 
ofQoL should be done at regular intervals in a longitudinal way in order to detect the 
long-term impact ofdisease and treatment in relation to stoma surgery. 
From the operational perspective, there sometimes appear to be many QoL 
research questionnaires. King et al. (1997) recommended that the most important 
practical need is for the modification and refinement of existing QoL instruments for 
use in clinical setting or new settings. In the present study, this issue was 
acknowledged by adapting the QoL-Colostomy index into Chinese version. Future 
studies would be advised to follow this direction, with the combination of both 
generic and disease-specific QoL tools in QoL research for specific populations. The 
parallel use ofother national and international instruments is advocated not only to 
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provide a holistic view of patient's QoL, but also to assess the convergent validity of 
QoL instruments (WHOQOL group, 1993). The use of full version of QoL 
instruments whenever feasible in clinical setting is still recommended as it provides a 
wider understanding of patients within different QoL domains. In addition, the 
incorporation of qualitative data with QoL instruments would be beneficial in 
identifying the varied and specific concerns in different patient groups. 
The Use ofProgressive Muscle Relaxation 
As PMRT has produced encouraging results in this study, it is suggested that 
PMRT should be offered to patients undergoing stoma surgery as routine care, for 
11 
instance, it can be started onday 5 postoperatively or once the patient is able to 
ambulate. This would lead to a change in practice, as PMRT is not currently 
implemented in many hospitals in Hong Kong. Similarly, it has been advocated that 
PMRT could be incorporated during different phases within the cancer c o n t i n u u m , � 
such as the pre-treatment, treatment and post-treatment phase (Caudell, 1996). This 
issue was supported in another study by Walker et al. (1999) that the offering of 
PMRT to women with breast cancer undergoing primary medical therapy for large 
and locally advanced breast cancer was adopted as the routine policy in the unit. The 
use ofPMRT in other patient groups is worth considering such as patients 
undergoing similar invasive-treatment procedures, for example, patients undergoing 
mastectomy or hysterectomy. Similar to stoma patient, these patients may also 
experience different degree of physical-psychosocial distresses throughout the 
treatment continuum. Other study also demonstrated that some participants would 
.also apply the techniques ofPMR to other situations that increased their tension 
levels such as various diagnostic or laboratory tests and treatment (Arakawa, 1997). 
It has long been addressed that systematic studies including relaxation training 
as a nursing intervention are lacking (Sims, 1987; Snyder, 1992). Relaxation 
9 0 
measures are techniques that patients can control by themselves and can be 
independently administered by trained therapist such as nurses (Sims, 1987; Larsson 
& Starrin，1992). Therefore, the training of nurses to become competent therapists is 
perceived as the major task to promote the use of PMRT in clinical practice. 
Particular attention should be focused on how to enable nurses to acquire skills in 
teaching relaxation to patients, maintain the effect of intervention and balance the 
cost-effectiveness in providing PMRT in the busy ward settings ofHong Kong. 
In this study, PMRT brought a remarkable effect to a selected Chinese stoma 
patients in Hong Kong by not only helping them to reduce their anxious feelings, but 
it 
also by enhancing the quality of their lives. Because differences in the level of 
industrialization and available health services also contribute to different perception 
of QoL (WHOQOL group, 1995), future research may further compare the effect of 
PMRT on Chinese stoma patients in different cultural settings such as Hong Kong 
Chinese versus Taiwanese, or stoma patients in Mainland China. 
The technique of PMRT is simple and easy to leam. Most participants in 
Arakawa*s (1997) study became familiar with the techniques ofPMRT within the 
third or fourth practice session, and two training sessions only in the present study. 
As there is limited information available on the length and duration ofPMR training 
sessions and instruction tapes that is adequate to produce the effects ofPMR, further 
investigation is needed. This is important to determine the optimum dose and 
duration ofPMRT for different targeted populations (Eller, 1999) Intervention to 
promote adherence to practice schedules may be sufficient to increase the effect size 
(Eller, 1999). The use offollow-up telephone calls is still perceived as an important 
intervention to maintain compliance and minimize attrition. Further investigation 
into the possible influence of follow-up phone contact on subjects' response is 
needed. Using caregivers or other non-self-report measures in addition to self-report 
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log sheet as a manipulation check during the training and home practice may be 
considered in future. This may help to determine the level of relaxation achieved and 
adequacy of training (Eller, 1999; Wallace, 1997) and improve the reliability of data 
regarding the frequency of practice (Eller, 1999). 
The present study found that PMRT was effective for participants who had 
practiced PMRT comparatively less frequently than the level of practice reported in 
previous studies (Eller, 1999). Thus future studies could explore the differential 
effects ofPMRT according to the frequency of PMRT practice. A number of authors 
have recommended further study on the potential long-term effects ofboth short-
It 
term and long-term interventions (Baider et al., 1994; Eller, 1999; Fawzy, Cousins, 
Fawzy, Kemeny, Elashoff & Morton，1990). 
Issues for Stoma Patients 
In relation to stoma patients, this study demonstrated that PMRT has produced a 
rewarding effect to selected Chinese stoma patients in Hong Kong. The 
implementation of multi-center study is imperative in the near future so as to obtain 
stronger evidence and generalizable results for all stoma patients. Future study 
utilizing multivariate analysis of factors influencing the QoL such as the mood-state, 
level of stress and depression, family and social support, coping style, and behaviors 
is valued. This would help to gain clearer direction for future intervention on 
promoting the psychological adjustment and making theoretical contribution on the 
quality oflife of patients after stoma surgery. 
This study intended not to include the training of abdominal muscle during the 
postoperative period. However, muscle and tissue layers resulted from operation 
should completely heal within 4 to 6 week after surgery, the incorporation of 
abdominal muscle in PMRT after 8 weeks can improve the muscle tone of the rectus 
abdominus (Ellison, 1991). Subsequently, it helps to reduce the occurrence ofperi-
9 2 
Stomal hemia. It is important for future studies to incorporate the training of 
abdominal muscles for patients on 8 weeks following stoma surgery because peri-
stomal hemia is a common complication after stoma surgery (Black, 1994; Hampton, 
1992; Nicholls，1996). This is particularly the case for people with weak musculature. 
Although treatment options such as surgery repair of the hemia or re-siting of stoma 
are available, operation is often necessary but unlikely to succeed in the long term 
(Hampton, 1992; Nicholls, 1996). Other measures such as the abdominal support or 
binder may be suggested to some patients, but physical discomforts associated with 
the use of abdominal supports are frequently reported (Hampton, 1992). To improve 
1» 
the acceptance of stoma patients to PMRT, therapists can introduce PMRT as an 
intervention to reduce the risk of stoma-related complication such as peri-stomal 
hemia in addition to reduce the physical and psychological distresses. Organization 
of teaching workshop ofPMRT either in hospitals or in the stoma association can 
% 
further promote the use ofPMRT in stoma patients. 
It has also been recognized that many cancer patients refuse available 
psychosocial help in either individual or group settings (Baider et al., 1994), and the 
present findings of low participation rate in psychosocial activities tends to support 
this. Strategies to promote the available community resources are imperative. In 
Hong Kong, a local voluntary support group for stoma patients is available. Apart 
from the promotion of the stoma association, it would also be helpful to invite other 
ostomates from the stoma association to have sharing sessions or talk to new 
ostomates in the outpatient clinics. The primary intention would be to share the 
feelings about being an ostomate, ease the emotional distress, enhance the confidence 
ofnew ostomates, provide additional information regarding stoma care, and promote 
understanding of the stoma association. 
9 3 
Conclusion 
The use of a randomized control group experimental design with repeated 
measurement, valid and reliable tools as well as statistical control enabled a 
meaningful interpretation of the results of the present study. It was possible to 
conclude that the differences between the control and experimental group in the 
present study were due to the effect of PMRT. Progressive muscle relaxation had a 
beneficial effect in reducing the state-anxiety and promoting the WHO-QoL ratings 
of patients over 10 weeks after stoma surgery. While the effect on the QoL-
i< 
Colostomy was partly supported, this finding suggested that the effect of PMRT on 
QoL-Colostomy might take 10 weeks to occur. The beneficial effect was further 
supported by the significant correlation between the frequency of practicing PMRT 
and the two outcomes of state-anxiety and WHO-QoL; on the other hand, the study 
> 
found that the social domain in WHO-QoL scale reduced in both groups over 10 
weeks. A reduction in the social domain of QoL also implied that more social 
support to stoma patients and further investigations on underlying reason are needed. 
PMRT should be implemented as early as possible postoperatively. Directions for 
future studies might include: Multivariate analysis and in-depth investigation on 
other factors influencing QoL; Comparison of Chinese stoma patients in different 
cultural settings; Incorporation ofboth generic and disease-specific tools, and; 
parallel use of other international instruments, to suit the need of different patients. 
The training of nurses to become PMRT therapists can empower nurses to improve 
the standard of care by not only taking control of patients' postoperative 
management, but also developing an expanded role in the psycho-education care 
which will enhance the postoperative care for patients before discharge. Through the 
use oftransferable skills such as PMRT in the care of patients after stoma surgery, 
9 4 
the effect of relaxation is no longer confined to reduce the physical symptoms and 
psychosocial difficulties, but also to enhance the positive aspects of the patients' 
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Appendix 2 
l l^May, 1999 
Dr. H. T. Luk, 
The Chief of Service, 
Department of Surgery, 
Through DOM, Dept. of Surgery, 
Princess Margaret Hospital, 
Kowloon, Hong Kong. 
Dear Dr. Luk, 
Permission to Access Research Samples in Princess Margaret Hospital 
I am a M. Phil student studying in the Department of Nursing, 
CUHK. I am writing a thesis on the effectiveness of progressive muscle 
relaxation training (PMRT) on patients' anxiety and"quality of life after 
stoma surgery. The target population will be patients within the first year 
undergone stoma surgery in PMH and PWH. 
Due to the nature of the research design and the potential benefits of 
this study to our stoma patients, may I have your permission to access 
patient samples in Princess Margaret Hospital from May 1999 to April, 
2000. 
The enclosed is a copy of the research project outline. The written 
approval from the Hospital Ethics Committee, PMH has been attached to 
your reference. Please kindly refer to the outline for details of the research 
design and the process of study. 
Should you have any queries, please feel free to contact me at 7639-
1034 (Pager) or 2990-1113/1114 (Office) at your convenience. I am happy 
to answer any questions regarding this project. Should you approve my 
application, then I will conduct the project as proposed. 
I deeply appreciate your help and generous support in the promotion 
of nursing research and the care of stoma patients which the research 
project may make possible. 
Thank you for your kind attention and look forward seeing your reply. 
Yours sincerely, 
(CHEUNG, Yuk-lung) 
Candidate, M. Phil, in Nursing, 
Faculty ofMedicine, CUHK 
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29th June, 1999 
Prof. W. Y. Lau, 
The Chief of Service, 
Department of Surgery, 
Prince of Wales Hospital 
Shatin, Hong Kong. 
Dear Prof. Lau, 
Permission to Access Research Samples in Prince of Wales Hospital 
I am a M. Phil, student studying in the Department of Nursing, 
CUHK. I am writing a thesis on the effectiveness of progressive muscle 
relaxation training (PMRT) on patients' anxiety and quality of life after 
stoma surgery. The target population will be patients within the first year 
undergone stoma surgery in PWH and PMH. -
Due to the nature of the research design and the potential benefits of 
this study to our stoma patients, may I have your permission to access 
patient samples in Prince ofWales Hospital from July 1999 to May, 2000. 
The enclosed is a copy of the research project outline. The written 
approval from the Clinical Research Ethics Committee, CUHK has been 
attached to your reference. Please kindly refer to the outline for details of � 
the research design and the process of study. 
Should you have any queries, please feel free ta contact me at 7639-
1034 (Pager) or 2990-1113/1114 (Office) at your convenience. I am happy 
to answer any questions regarding this project. Should you approve my 
application, then I will conduct the project as proposed. 
I deeply appreciate your help and generous support in the promotion 
of nursing research and the care of stoma patients which the research 
project may make possible. 
Thank you for your kind attention and look forward seeing your reply. 
Yours sincerely， 
(CHEUNG, Yuk-lung) 
Candidate, M. Phil, in Nursing, 
Faculty ofMedicine, CUHK 
c.c. Ms. J. Poon, DOM, Dept. ofSurgery, PWH 
Ms. F. Shit, NS (Stoma Care), Dept. ofSurgery, PWH 
A p p e n d i x 3 
In signing this document, I am giving consent to be interviewed by the researcher 
from Master of Philosophy in Nursing programme of CUHK. I understand that I will 
be part of a research study that focuses on “the effect of progressive muscle relaxation 
training (PMRT) on patients anxiety and quality of life aiiter stoma surgery". This 
study will be used to improve patients care. 
I understand that I will be invited to complete a questionnaire after consent, and 
on the 5th and 10 weeks afterwards. I will also be asked some questions about a brief 
medical-socio-demographic data. The interviewed will take about 10-15 minutes to 
complete. I also understand that I may receive series of progressive muscle relaxation 
training. 
I have been informed that the interview is entirely voluntary and I can withdraw 
at any time. I have been told that my answers to questions will be kept confidential and 
overall finding may be presented to other people or published, but no reference to any 
individual will be resulted. I have also been informed that my participation or non-
participation or any refusal to answer question will have no effect on services that I 
may receive. 
Any questions concerning this project can be directed to Mr.Cheung, Yuk-lung 
Q)ager no. 76391034). 
This project has been reviewed and approved by the Ethics Committee ofMedical� 
School at the Chinese University of Hong Kong and the Ethics Committee of Princess 
Margaret Hospital. 
•» 
I (the participant) have read the information above and any questions I have asked 
have been answers to my satisfaction. I agree to participate in this activity. 
Participant Signature Date 
Investigator signature Date 
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敬啓者： 
本 人 乃 香 港 中 文 大 學 護 理 糸 的 碩 士 硏 究 生 ， 現 誠 邀 閣 下 
參 與 本 人 的 護 理 硏 究 。 題 目 是 ： 「 肌 肉 鬆 驰 法 對 造 口 手 術 後 
病 人 的 影 饗 」 ， 這 個 硏 究 將 會 協 助 日 後 提 高 造 口 病 人 的 健 康 
教育及護理質素。 
在 同 意 參 與 是 項 硏 究 後 ， 以 及 第 五 和 第 十 週 ， 本 人 會 邀 
請 閣 下 接 受 一 份 簡 單 的 問 卷 調 查 。 內 容 包 括 簡 單 的 個 人 資 
料、及有關生活素質的意見。整個過程約需時十至十五分鐘。 
此 外 ， 部 份 病 人 亦 會 被 邀 請 參 與 一 項 名 爲 肌 肉 鬆 驰 法 的 訓 
練。 
參 與 這 個 硏 究 純 是 出 於 良 願 性 質 ， 並 可 自 由 選 擇 隨 時 退 
出 硏 究 。 問 卷 中 所 涉 及 的 一 切 資 料 ， 將 會 絕 對 保 密 ， 只 供 綜 
合 統 計 和 硏 究 之 用 。 同 時 ， 無 論 參 加 與 否 或 拒 絕 回 答 問 題 亦 
不 會 對 閣 下 的 治 療 或 護 理 構 成 任 何 影 響 。 
有 關 這 個 硏 究 的 任 何 垂 詢 ， 歡 迎 聯 絡 本 人 張 玉 隆 （ 傳 呼 
機號碼： 7 6 3 9 1 0 3 4 ) 、 
這 個 硏 究 已 被 香 港 中 文 大 學 醫 學 院 及 瑪 嘉 烈 醫 院 之 道 德 
委 員 會 審 核 批 准 。 
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SZLF-E?/ALUATION QUESTIONNAIRE ‘ -
Develaoed by C, D.Spielber^er. K. L. Gorsuch and R. Lushene 
STAI FORM x-i 
NAME — DATZ 
DERSCTIONS; A number oc sratements whJch people have 
used to de5cribe chec:5eivas ire §:iven beiow, Raad each. szica- z ^ 
n i e n , t ajid then blacke:n. In the appropriaw cirde to the rip.： of 一 ^ ？ j-
the stacfimenc to inoica-ci h o w y o u . f z z l rifiic now, thac i s , a C o 5 j : 
c h L s m o m s n i . There axs ao rig:iic or wrong- iii^wers. Do noc > 5 n = 
soeacLtooc:uchtimeoninyoaescacsmentbut^ethea_nswer > : ； 二 
which seems to describe your present ieeHn s^ best. 'r' — = 3 
1. I :eei ciirn ： �� © � 
2. I feei secure : � ® © ® 
3. I am tsn5a � � © ® 
4^  I ara regretiui. ： � ®" ® � 
5. I feei ar ‘ ① ① ③ © 
0. Iisstupsei: 1 � � � . ® 
T. r am present--/ worryiag' over possible misfartmies � � © ® 
S. 1 feei re5zed ： ① ①•① ® 
� . )[ iesi � � � ® 
「 . 、 
.•-10:IfesrcQmfdrabiS==.._—_:::—__—_ - ： ① ® © ® 
11. I feel seii-coiiddenc � � � ® 
12. I feeJ, � � ® ® 
13. I axa jictary � � ® ® 
lf I fesi ' ^ h strjp-r； - � ® � © 
X w.丄？ ‘ '• 1 r^i-2LX2CL I • - - - — • ① ① ⑦ 0 , 
.. • 
16. I feel contaat ① ⑦ ① ® 
17. I am worried � � � ® 
18. T feeI over-eicited. ajid "rutrtled" , � � ® ® ‘ 
13 I feel ]oyraL ① ① ⑦ ① 
20, IfedpIeasant • � � ® ® 
. ...•..•• . i 
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SELF-EVALUATION QUESIij:i^ mAIRE 
STA� FOBM X-1 
N A M E D A T E 
D n i E C T I O N S : A n u m b e r oc s t a t e m e n t s w'aich. peop ie h a v e 
used to describe themselves are given below. Read each state- > t 
aent and ihen blacken in the appropriate circle fco the rigjac o: 5 , | 
the stacamenc to mdicace how you generally ieei. There ajre no 5 | 'A 
rigjb,i: or rvTong' answers. Do not spend cao much time on aay ., 二 舌 � t 
one statament but give the an5rver which, seems to describe ^ > ； < 
how- you generaiIy reei. 3 3 2 « 
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2 ^ I t i r e q u i c k l y � � ® © 
23 -Ifeei Kke cryin? : — _.._.. .…_•� � ® ® 
24- I wish I could be as happy as ochers.seem co be � ® <D © 
25.' I ajjL losing- out oa things because I can't maJ^ ce up my Tnindsooa enough •— CD ® ® © 
26. I feel rested : 0 � ® © 
27. I arn, "caJxa, cool, a_nd coUected" � � ® ® 
23. I feei thac nimcmties airs piHag- up so that I c 3 u x n a t overcome them ..._"... � � Q © 
29. I worry too muca over something that rsaJIy doesa't matter � � © 0 
30. I am happy (D ® ® 0 
31. I am inciined co taJce tiiings haxd 0 Q Q © ""' 
» • - • 
32. I l ack s e k ' - c o a n d e n c s 0 ® © 0 
. •. 
35.； I fesi secure- � © © © 
'^ 4-1 try to avoid facin§： a crisis or dimcxjIty � � � 0 
35. I fseI blue Q (D © © 
36. I am contenc � � Q Q 
37. Some ummportauac thought rujQS chroug;h. my mind amd bothers me 0 � � © 
33. I taJke disappoLatcients so keenJ,y chat I can't put them oac of my miad .... � © � © 
^ ^ • I 3 > d ^ S ^ ^ ^ Q ^ 0 6 * S 0 n • . . * > - * a - * - * > > * * * ^ ^ * * * - - v * * * * * a - * M , M * > * a > - - > - f l _ > * > * . a > * * * * * ^ * > > - * * * - v * > - - > * < * * * * - * > * ^ ^ ^ ^ ( j ^ ^ ^ 
40. I getin a state oc tension or turmoil as 1 think over my recent concerns and 
mterests ： - — © ® ® © 
. • . 
C o p y r i g h c • I S 6 3 b y C h a r l e s D . S p i e L b e r g e r , R e p r o d u c t i o n , of t h i s test o r on>^ p o r t i o n 
Chereof b y a n y p r o c e s s ujit-houc u / r i c z e n f ) € r m i s s t o r \ of chc P u b l L s a e r i s p r o h L b U i d ^ 
• j 
ir _ . .“-. -• "' 
Appendix 4 
Please read each question, assess your feelings, and tick the number 〇n the scale for each question that gives the 
best answer for you. 
In the last two weeks, 
Very poor Poor Meither poor Good Ver/ good 
nor'good 
1. How would you rate your 丨] • — ？ — 
quality of life? 一 _ “ “ 
Very Dissatisfied Neither Satisfied Ver7 
dissatisfied satisfied nor satisfied 
dissatisfied 
2. How satisfied are you with 口 口 ~ ！ ] 口 
your health? — 
Not at all A littte A moderate Very much An extreme 
amount ‘ amount 
3. Towha tex ten tdoyou fee l 丨 ] 口 ~i “ 口 口 
that physical pain prevents — 
you from doing what you 产 
need to do? 
4. How much do you need any Q Q ""• 口 • 
medical treatment to function ~ — 
in your daily life? 
5. How much do you enjoy life? • Q — Q • 、 
6. To what extent do you feel 门 口 丨二 口 口 
your life to be meaningful? 一 
一 
Not at all A little A moderate Very much Extremely 
amount 
7. How well are you able to n 口 n • 口 
concentrate? 一 一 “ 
8. How safe do you feel in your 门 n :~] n 门 
daily life? ^ — 
9. Howheal thy isyourphysica l 口 口 ] 口 口 
environment? 
Not at all A little Moderately Mostly Completely 
10. Do you have enough energy 口 口 口 口 口 
for everyday life? 
11. Are you able to accept your 口 口 ] 口 口 
bodily appearance? 一 
12. Have you enough money to • 口 ， 口 口 
meet your needs? — 
13. How available to you is the • 口 Q 口 • 
information that you need in 一 
your day-to-day life? 
14. To what extent do you have 口 口 . ] 口 口 
the opportunity for leisure 一 
activities? 
Very poor Poor Neitherpoor Good Ver7g00d 
norgood 
15. How well are you able to get 口 口 口 门 门 
around? U 
Very Dissatisfied Neither Satisfied Very 
dissatisfied satisfied nor satisfied 
dissatisfied 
16. How satisfied are you with • p| — • • 
your sleep? 一 
17. How satisfied are you with 口 口 门 口 口 
your ability to perform your — 
daily living activities? 
18. How satisfied are you with 口 口 丨~] 口 口 
your capacity for work? 一 
19. How satisfied are you with 口 口 口 口 口 
yourself? 
20. How satisfied are you with 口 口 • “ 口 口 
your personal relationships? 
f 
21. How satisfied are you with 口 口 口 • 口 
your sex life? 
22. How satisfied are you with 口 口 口 口 口 
the support you get from your 
friends? 
23. How satisfied are you with 口 口 口 口 口 、 
the conditions of your living 
place? 
24. How satisfied are you with 口 口 口 ‘ 口 口 
your access to health 
services? 
25. How satisfied are you with Q 口 口 口 口 
your transport? 
Never Seldom Quite often Very often Always 
26. How often do you have 口 口 口 口 口 
negative feelings 
such as blue mood, despair, 
anxiety, dep〔ession? 
Not at all A little Moderately Mostly Completely 
27. Do you think people accept 口 口 口 口 口 
you? 
28. Is the food you desire easily 口 口 口 口 口 
available to you? 
A p p e n d i x 4 
第一部份 
以下是一些用來形容自己的句子，請閱讀每一句後將你現時的感覺’圈在右方適當的空間上。 







沒 點 相 十 
有 兒 當 ^ 
1 .我感到平靜 。 1 2 3 4 
2 .我感到安心。 1 2 3 4 
3 .我感到壓力 。 1 2 3 4 
4_我是後悔。 1 2 3 4一 
5 .我感到從容 。 1 2 3 4 
6 .我感到煩惱 。 1 2 3 4 
7 .我正在擔心可能會發生的不幸專情 0 1 2 3 4 — 
8 .我感到安寧 。 1 2 3 4 、 
9 .我感到焦慮 。 1 2 3 4 
10.我感到舒服。 1 2 3 4 
11.我感到自信 。 1 2 3 4 
12.我感到緊張 。 1 2 3 4 
13.我感到心神不宙 。 1 2 3 4 
14.我感到神經過敏 。 1 2 3 4 
15.我感到鬆驰 。 1 2 3 4 
16.我感到滿足 。 1 2 3 4 
17.我感到檐心 0 1 2 3 4 
18.我感到過份興奮和尖措 。 1 2 3 4 
19.我感到喜悅 0 1 2 3 4 
20.我感到愉快 。 1 2 3 4 
1 
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第二部份 
€下是一些用來形容自己的句子，請閱讀每一句後將你5^=般的感覺圈在右方適當的空間 







從 間 時 總 
未 中 常 是 
1 .我感覺愉快。 1 2 3 4 
2 .我容易疲倦 。 1 2 3 4 
3 .我覺得想哭 。 1 2 3 厂 
4 .我希望我能如別人一樣的快 _ \ 1 2 3 4 
5 .我因著自己猶疑未決而招至捐牛 。 1 2 3 4 
6 .我感覺安寧。 1 2 3 4 
7 .我是鎭靜、冷靜和集中 。 1 2 3 4 、 
8 -我感覺難穎在堆積以致我無法鲢讲 。 1 2 3 4 
9 -我擔心太多無關重要的東两 。 . 1 2 3 4 
10.我是快樂。 1 2 3 4 
11.我傾向處事認直 。 1 2 3 4 
12.我缺乏自信。 1 2 3 4 
13.我感覺安心。 1 2 3 4 
14.我嘗試逃避危機和闲難 。 1 2 3 4 
15.我感覺憂變 。 1 2 3 4 
16.我感到滿足 0 1 2 3 4 
17.我被一些不重要的思想淮入我的腦海中和闲攝我。 1 2 3 4 
1 8 . 我 ^ ^ » 得 那 麼 重 要 以 致 我 不 能 完 全 忘 記 它 們 。 1 , , ^ 
19.我是一個穩健的人 。 1 2 3 4 
20.當我想起近來掛念和關心的専， 1 2 3 4 
便會進入一個緊張或混亂的狀態。 
2 




你覺得生活有樂趣嗎？ + (記號） 
100rrm 




















•有（請先答問題 6 a . ) 
•無（請回答第 7題 .） 
6a.你的性生活是否充分達到你的需要？ 
完 全 ^ ^ ? + ^ ¾ ^ 
3 
A p p e n d i x 4 
厂你現在的健康狀況如何？ 
I I 




i 9 •你可享有多少歡樂(如嗜好、消遣、社交活動)？ 
完全 * ^ 1 ^ ^ ^多 
10.你覺得飮食有樂趣嗎？ •‘ 
完 全 ^ ~ ^^多 
11_你能做到多少慣常的事務(如家務、工作、園勸？ 
完全 * ^ 1 ^ 4 多 、 
12 •你所進食的份量，能足夠應付你的需要嗎？ -
+ ^ w — ^ ^ 足 夠 
13.你感到自己有用嗎？ 
^ I I 
完全沒有 極度有用 
14.你感到有多快樂？ 




A p p e n d i x 4 
16.你感到有多痛楚？ 
完 全 ^ 1 “ |!烈 
17 •你感到痛楚的頻密程度如何？ 
s ? k r • ^ 常 
18.你的生活質素有多好？ 
I I 
極 度 ！ ^ ^ 4» 
19.你對造口的氣味或滲漏情況有多懼怕？ 




完 全 ^ ^ ^ 充 分 
•» 
21.你感到被家庭或摯愛所抗拒嗎？ 
^ I I 
完全沒有 極度 
22.你觀看你的造口時有多爲難呢？ 
完 全 丨 ^ 1 ® - ~ ^ ^ 度 
23.你所擁有的私隱（關於造口），能充分達到你的需要嗎？ 
^ w ^ 充 分 
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• • • • • • ^ • • • • ^ • • ^ • • • • • • • • • • • • • 画 隱 麵 誦 圓 画 圓 編 • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 
1.你怎樣評估你的生活質素？ 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
2.你滿意自己的健康狀況嗎？ 




•不需要 口少許需要口某程度需要 口很大程度需要口極需要 
5.你享受生活嗎？ 
•不享受 口少許享受口某程度享受 口很大程度享受口極享受 
6.你覺得自己的生活有意義嗎？ 
•沒有 •少許 口某程度有 口很大程度有 •極有 
7.你可以集中精神嗎？ 
•不可以 口少許可以口某程度可以 口很大程度可以口極可以 
. 6 
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8.在日常生活’你感到安全嗎？（包括政治安全、人身安全、環境上的安全。） 
•不安全 口少許安全口某程度安全 口很大程度安全口極安全 
9.你身處的自然環境健康嗎？（例如：污染、氣候、噪音、景色、核電安全。） 
•不健康 口少許健康口某程度健康 口很大程度健康口極健康 
10.你能有充沛的精力去應付曰常生活嗎？ •‘ 
•不能夠 口少許能夠口某程度能夠 口很能夠 口完全能夠 
11.你能接受自己的外貌嗎？ 
•不能夠 口少許能夠口某程度能夠 口很能夠 口完全能夠 
12.你能有足夠的金錢應付需要嗎？ 
•不能夠 口少許能夠口某程度能夠 口很能夠 ..口完全能夠 
13.你能得到你日常生活所需的資訊嗎？ 
•不能夠 口少許能夠口某程度能夠 口很能夠 口完全能夠 
14.你能有機會參與消閒活動嗎？ 
•不能夠 口少許能夠口某程度能夠 口很能夠 口完全能夠 
% 
15.你能到處走動嗎？ 
•不能夠 口少許能夠口某程度能夠 口很能夠 口完全能夠 
»» 
16.你滿意自己的睡眠狀況嗎？ 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
17.你滿意自己從事曰常生活事情的能力嗎？ 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
18.你滿意自己的工作能力嗎？（包括有報酬的工作、沒有報酬的工作、義務社會工作、 
全職學習、照顧小孩及料理家務等。） 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
19-整體而言，你滿意自己嗎？ 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
20.你滿意自己的人際關係嗎？ 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
. 7 
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21.你滿意自己的性生活嗎？ 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
22.你滿意從朋友得到的支持嗎？ 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
23.你滿意自己住所的情況嗎？ 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
24.你對醫療衛生服務的方便程度滿意嗎？ 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
25.你滿意自己使用的交通工具嗎？ “ 
•極不滿意口不滿意 口沒有滿意或不滿 口很滿意 口極滿意 
26.你經常有消極的感受嗎？ 
•從來沒有口很少有 口有時有 口很多時有 口不停有 
27.你覺得別人接受你嗎？ 、 
•不接受 口少許接受口某程度接受 口很大程度接受口極接受 
28.你容易食到你想食的食物嗎？ •  
•不容易 口少許容易口某程度容易 口很大程度容易口極容易 
8 
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個人資料 
1.你的性別？ •男 •女 
2.你的年齡 ？ 歲 
3.你的教育程度？ 口不識字 •識字但沒有正式讀‘書 
•小學•中學•預科•大專 /大學 
4.你有沒有宗教信仰？ •有 •無 
(如有宗教信仰，請選出所信奉的宗教：•佛教•道教口天主教口基督教 
•拜神祖先 •其他： ) 
5.你的婚姻狀況？ •單身 口已婚/同居 口離婚/分居 •喪偶 
6.你在參加這計劃前，有沒有接受過肌肉鬆驰訓練？ •有 •無 
7.你的造口是：口永久的 口暫時的 
•結膻腸造口 口泌尿造口 口結値及泌尿造口 •迴騰(小腸)造口 
8.你有需要接受電療或化療嗎？ 
、 
•不需要 口需要電療 口需要化療 口需要電療及化療 
9.你最近有否參與以下活動？(可選多項） •有 .•無 
•造口會聚會 口健康講座•輔導口轉介服務口康樂活動 





Content Validity Index of Chinese version ofQoL-Colostomy 
Quality ofLife Index for Colostomy Experts Proportion of 
Item No. 1 2 3 4 5 � agreement of 
L__L_L_L_J cvi** 
1. How much strength do you have? Rat ingfromExper ts* 
你的體能有多少？ 本 卞 卞 � . L 
2. Is the amount of time you sleep sufficient to meet your needs? 
你睡眠的時間能足夠應付你的需要嗎？ m m ,00 
3. Do you tire easily? 
應 疲 倦 ^ ? 丄 丄 丄 丄 丄 丄 _ _ ^ 2 _ 
4. Do you feel your present weight is a problem? 
你感到你現在的體重是一個問題嗎？ 丄 丄 丄 丄 丄 丄 _ _ ^ 1 ^ _ 
5. Do you feel worried (fearfiil or anxious) about your colostomy*> 
你對你的造口感到擔心(懼怕或憂慮)嗎？ 4 、 4 4 4 , 1。。 
6. Is your sexual activity sufficient to meet your needs^ 
你的性生活是否充分達到你的需要？ 丄 丄 丄 1 4 3 0.33 
7. How is your present state o fhea l th? 
你現在的健康狀況如何？ i m — 4 4 1.00 
8. How easy is it to adjust to your colostomy? 
你覺得適應你的造口有多容易呢？ i m i 4 L O O 、 
9. How much fian do you have (hobbies, recreation, social activities)^ 
你可享有多少歡樂(如嗜好、消遣、社交活動）? 4 ., _ i _ H _ 2 _ _ ^ ^ ^ 
10. Do you find eating a pleasure? 
你覺得飮食有樂趣嗎？ 丄 丄 丄 丄 丄 丄 _ _ ^ ^ _ _ 
11. How much can you work at your usual tasks (housework, office work, 
gardening)? 
� � � � � � � � � � � ( � � � � � � � � _ ^ � � � � � � 100 
12. Is the amount you eat sufficient to meet your needs? 
你 所 進 食 的 份 量 ， 能 足 夠 應 付 你 的 需 要 嗎 ？ — n _ ^ m 0.33 
13. How useftil do you feel? 
腿到自己細導？ 丄丄丄丄 _ 4 3 1.00 
14. How much happiness do you feel? 
你感到有_多快樂？ 丄 丄 丄 丄 1 3 0.83 
15. How satisfying is your life? 
M^®ms? LLI3LI3|3| 1.。。 
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16. How much pain do you feel? 
你感到有多痛楚？ 丄 丄 丄 3 2 3 0.83 
17. How often do you feel pain? 
你感到痛楚的頻密程度如何？ [ 丄 丄 丄 3 3 0 83 
18. How good is the quality of your life? 
你的生活質素有多好？ L i i i _ 3 3 100 
19. How fearful are you of odor or leakage from your colostomy^ 
你對造口的氣味或滲漏情況有多懼怕？ 4 " 4 4 4 4 4 ^ ^ ^ n r ^ 
20. Is your level of contact with your friends and family sufficient to meet 
your needs? 
你與朋友和家人的緊密程度，能充分達到你的需3 4 4 3 4 4 1 00 
要嗎？ 
21. Do you feel rejected by your family or loved ones? 
你感到被家庭或摯愛所抗拒嗎？ 丄丄丄丄丄 ^ ^ ,00、 
22. How difficult is it for you to look at your colostomy? 
你觀看你的造口時有多爲難呢？ 丄 丄 丄 」 4 4 1.00 
23. Is the amount of privacy you have sufficient to meet your needs? 
你所擁有的私隱，能充分達到你的需要^ ? 2 4 3 3 3 4 。.83 
* R a t i n g from Expe r t s (4 = E x t r e m e l y Re l evan t ; 3 = Re l evan t ; 2 = S o m e w h a t R e l e v a n t ; 1 = N o t Re l evan t ) 
** P r o p o r t i o n o f = N u m b e r o f F , x p e r t s ra t ing o f 3 o r 4 rRelf tvant o r Rxt remPly Re levan t ) 
a g r e e m e n t o f C V I Tota l n u m b e r o f exper t 
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